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also provides 
unsaturated fatty acids as well as the vitamins A and D (of high grade 
Norwegian cod liver oil) —essential to skin health and integrity 


and ingredients that are emollient, lubricant, gently astringent, protective, 
and aid tissue repair (zinc oxide, talcum, petrolatum and lanolin) 


in a smooth creamy ointment so processed that one application of Desitin 
soothes, protects, and promotes healing for hours in... 
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e after nail removal 
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CUSHION HEEL CUSHION ARCH 
SUPPORT SUPPORT 


Glove-soft, lightweight uppers patterned for com- 


fort fitting. Cushioned support from heel to toe. 


Your patient will be delighted 
when you prescribe these new 
unique “Kush-n-arch” casuals. 
Musebeck has put all the basic 
comfort features into this foot 












WEDGE SUPPORT CUSHIONED OUTSOLE 


Cork platform %” thick cushions and supports. 
Wedge insole for inner longitudinal support. 
Outsole % cushion crepe. Will accept ac- 
commodations. 


supporting shoe without sacrific- 
ing smart style. The doctor gets 
what he wants—the patient likes 
what she wears. 


COLORS: white, 
black, red, smoked 
elk. 

Widths 4A, 2A, B 
and D available in 
sizes 4/2 to 11; 
(Moderately Priced). 
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A new concept 





e Relieves itching and topical pain within minutes . . .“superior to any existing 1.1 ot 
local anesthetic.’’! 


e Ne ne juinoliné. Virtually non-irritating, non-allergenic, non-toxic 
- +. over a million uses without a single verified case of sensitization.* 





e The exclusive ACID MANTLE vehicle soothes sensitive skin, speeds healing and wards 
off recurrences by rebuilding the protective barrier of acidity that helps skin resist 
inflammation, irritation and infection. 


Available as Creme in ¥.0z. and 1 oz. tubes. WORLD LEADER IN DERMATOLOGICALS 


3% Xylocaine* HCI (brand of lidocaine hydrochloride) in the exclusive ACID MANTLEt vehicle. DOME CHEMICALS INC. 
*Reg. T.M. Astra Pharmaceutical Products, Inc. U.S. Pat. No. 2,441,498. tReg. T.M. Dome Chemicals Inc 

1. Crawford, O. B.: Anesthesiology 14:278, 1953. 2. Wiedling, S.: Xylocaine, The Pharmacological Basis For its Clinical 
Use, Stockholm, Almquist and Wiknell, 1959. 
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new!...neopan cream combats 
skin infection as it soothes pain, 
relieves itching—speeds healing 


The highly effective wide-spectrum local antibiotic neomycin is com- Each gram of NEOPAN contains: 
bined in new Neopan Cream with remarkable soothing, healing panto- NEOMYCIN SULFATE 

thenylol (as available in Panthoderm Cream). This esthetic, water- 5 mg. (0.5%) 
miscible cream promptly relieves pain, itching and irritation and Caquiv.te 3.5 mg. ncomycin bese) 


speeds tissue repair as it prevents or controls infection* in... PANTOTHENYLOL 20 mg. (2%) 
in a water-miscible cream base 


dermatoses complicated or threatened by infection « minor Virtually free from sensitization 
local infection « gangrenous ulceration e cuts, abrasions, or irritation. 


burns, wounds and following surgical procedures *systemic anti-infective agents 
should be used where necessary 


u. Ss. vitamin & pharmaceutical corporation — Svpplied: 2 oz. and 1 Ib. jars. 


Arlington-Funk Laboratories, div. * 250 East 43rd Street, New York 17, N. Y. SAMPLES upon request. 
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Tinea trichophytosis of long duration— Marked clearing of lesions and infection 
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the choiee--by acclamation! 
for rmeworm therapy 


In the less than 2 years since griseofulvin —first orally effective antifungal antibiotic 


—) che ung, 


—was introduced, over 250 leading investigators have published over 150 clinical 
reports and reviews in 20 countries concerning results in over 4,500 patients 
with dermatomycoses. Almost all of the patients benefited from griseofulvin. 
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STATE BOARD MEETINGS 
FOR EXAMINATION AND LICENSURE 











Alabama 

The Alabama Medical Board of Examiners. Board 
Secretary: 

Arizona 

Arizona State Board of Chiropody Examiners will meet, aon 
reciprocity and examination, April 15-16, 1961, at 29 
Ek. Broadway, Tucson, Ariz. oard Secretary: “Ms aoe 
Snyder, D.S.C., 2629 FE. Broadway, Tueson, Ariz 
Arkansas 

Arkansas State Chiropody Examining Board Board 
Secretary: Dr. Bernard S. Paul, 1508 Rogers Ave Fort 


Smith, Ark 


California 


The California Chiropody Examiaation Committee will 
1961 





meet for examination tentatively Aug. 22-23, in Los 
Angeles; June 20-21, 1961 in San Francisco; Oct. 17-18, 
1961 in Sacramento. Board Chairman: Abraham Hoff- 
man, D.S.C., 2320 Sutter St., San Francisco, Calif 


Executive Secretary: Mr. Wallace Thompson, 1021 O St., 


Sacramento 15, Calif 
Colorado 
Colorado State Board of Chiropody Examiners. Board 
President: Dr. G. F. Helbig, 327 Logan St., Denver, Colo 
Connecticut 

xaminers in Chiropody. Board 


The Connecticut Board of Ex ‘ 
Secretary: Dr. F. J. Ruggiero, 3 South Main Street, W 
Hartford 7, Conn. 


Delaware 

The State Board of Chiropody Examiners of Delaware 
Board Secretary: Dr. Bertram H. Blum, 112 So. State 
St., Dover, Dela. 


District of Columbia 


The Board of Podiatry Examiners of the District s 
Columbia will meet for examination July 11 

1961 at the Dept. of Occupation and Professions, 
D. C. Board Secretary: Harry L. Hoffman, Ph.G. ; 
Dept. of sk and Professions, 1740 Massachu- 
setts Ave., N.W., Washington 6, D 


Florida 


The Florida State Board of Chiropody Examiners. Board 
Secretary: Dr. Heywood A. Dowling, 203 Greenleaf Bidg., 
Jacksonville, Fla. 


Georgia 

The Georgia State Board of Podiatry Examiners. Board 
President: Dr. Charles W. Beasley, Jr 1205 First Na- 
tional Bank Bldg., Atlanta, Ga 

Idaho 

The Idaho State Board of Chiropody-Podiatry. Board 
Secretary: Dr. J. E. Franden, 412 Eastman Bldg., Boise, 
Idaho. 

Ilinois 


The Illinois Chiropody Examining Committee will meet 
for reciprocity June 14, and examination June 14-16, 1961 
at 160 No. LaSalle St., Rm. 201, Chicago, Ill. (Applica- 
tions for examination must be on file at Dept. of Regis- 
tration & Education, Rm. 112, State House, Springfield, 
Ill, at least 15 days prior to date of examination.) 
Su serintendent of Registration: Fredric B. Selke, Room 
109. State House, Springfield, Ill 


Indiana 


The Indiana State Board of Podiatry Examiners. Board 
Secretary: P. Lamey, M.D., 422 Citizens Bank Bidg., 
Anderson, Ind. 


lowa 


The Iowa State Board of Chiropody Examiners will meet 
for examination June 5-7, 1961 at the State Office Bidg.. 
Des Moines, Iowa. Board Secretary: Dr. C. C. Rein- 
heimer, 111 W. 2nd St. South, Newton, Iowa 


Kansas 

The Kansas State Board of Podiatry Examiners will meet 
for reciprocity and examination, June 15-16, 1961, at the 
K. C. Med. Center, Kansas City, Kansas. Board Presi- 
dent: Dr. L. E. Krause, 1107 Williams St., Great 
Bend, Kansas, or Kansas Board of Podiatry Examiners, 
872 New Brotherhood Bldg., Kansas City, Kansas. Board 





Secretary: F. N. Nash, M.D.. 364 New Brotherhood Bidg 
Kansas City, Kansas 
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Kentucky 
The Kentucky 
third Saturday and Sunday of June and the first Saturday 


State Board of Chiropody meets on the 


and Sunday of December each year. 
meeting is for re-examination only. 
Dr. Chester A. Nava, 4140 Shelbyville Rd 


The December 
Board Secretary: 
., Louisville 7, Ky 


Louisiana 
Louisiana State Board of Medical Examiners Board 
Secretary: Edwin Lawson, M.D., 930 Hibernia Bank Bldg 


New Orleans 12, La 


Maine 


The Maine Board of Exuminers in Chiropody and Podiatry 
Board Secretary: Daniel A Hanley, M.D., Box 637 
Brunswick, Me 


Maryland 


The Maryland Board of Chiropody Examiners. 
Secretary: Dr. S. Jack Kleger, 408 S. 
Salisbury, Md 


Board 
Division St., 


Massachusetts 
The next board meeting of the Board of Registration in 


Chiropody-Podiatry will be held for reciprocity, condi- 
tionally, and examination, June and December, at Room 
33, State House, Boston, Mass. Board Secretary: Dr 
Charles H. Thorner, 910 Furnace Brook Parkway, Quincy 
Mass. 

Michigan 


The Michigan State Board of Registration in Chiropody 
will meet for examination in June of each year. Board 
Secretary: Dr. Albert G. Kalin, 24453 Grand River Ave 
Detroit 19, Mich 


Minnesota 


The Minnesota Beard of Chiropody 
for examination June 15, 16, 1961 at the State Capitol, 
St. Paul, Minn. Board Secretary: Dr. Palmer H. Goulson, 
612 Southdale Medical Bldg., Minneapolis 10, Minn 


Examiners will meet 


Mississippi 


The Mississippi State Board of Health. Board Secretary: 


Archie L. Gray, M.D., Box 1700, Jackson, Miss. 
Missouri 

The Missouri State Board of Chiropody will meet April 
28, 1961 in Jefferson City, Mo. Board Secretary: Frank 


Fulkerson, 611 Clay St., Chillicothe, Mo 


Montana 

The Montana State Board of Chiropody-Medical Examiners 
will meet when the need arises for reciprocity or examina- 
tion at the Capitol Bildg., Helena, Mont. Board Secretary: 


Dr. L. M. Jennings, 411 First National Bank, Bozeman, 
Mont 
Nebraska 


The Nebraska State Board of 
Board Secretary: Herman F. 
Bank Bldg., Lincoln, Nebr 


Examiners in Chiropody 
Gartner, D.S.C., First Natl. 


Nevada 
The Nevada State Chiropody Board. 
Dr William A. Edwards, 150 No 
Nev. 


Board Secretary: 
Arlington St., Reno, 


New Hampshire 


The New Hampshire Board of Registration in Chiropody 
will meet for examination in June, 1961, at 61 Spring St., 
Concord N. H. Board Secretary: Edward W. Colby, M.D., 
61 S. Spring St., Concord, N. H. 


New Jersey 


The New Jersey State Board of Medical Examiners meets 
semi-annually for examination on the third Tuesday, 
Wednesday, Thursday and Friday of June and October 
Board Secretary: Royal A. Schaaf, M.D., 28 West State 
St.. Trenton 8, N. J. 


New. Mexico 


‘The New Mexico State Board of Podiatry wili meet for 
examination July 15-16, 1961. Board Secretary: Morris 
Haas, D.S.C., 121 Sycamore St., N.E Albuquerque 


New York 
The New York State Board of Podiatry Examiners 


Secretary: James O. Hoyle, Ed.D., 23 S. Pearl St.. 
New York. 
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CONSISTENTLY SUCCESSFUL IN RELIEVING 
DRY, ITCHY SKIN T 







































® 
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STUDY 1 Prentice, pon i | 
ak, S.: J. Amer. Pod. Ass r ae 
Breve 1963. in foot soak @? 
(@) : ~ 
satisfactory results in 89 Yo of cases hydrotherapy ‘+ 
ts: Sardo “Jends itself admirably a Rh _& ™ 
— a pre-podiatry prophylactic , | bath 


hirlpool bath, or as a 


either the w Tak after 


foot soak, an 


treatment . - - INDICATIONS 









STUDY2 Steinberg, M.D.: 


eczematoid dermatitis 
J. Amer. Pod. Assn. 50:469, 1960. 


senile pruritus 


fj 
satisfactory results in 85% ot sana issured heels 
diabetic dry skin 





comments: Sardo “tends to restore deficient 
natural lipid and to prevent ex- a 
cessive evaporation of moisture varicose stasis 
which is an important cause of neurodermatitis 


dermal dryness, scaling and 
itching.” 


winter eczema 





SARDO releases millions of microfine water-miscible globules* which act to (a) lubri- 
cate and soften the skin, (b) replenish natural emollient oil, (c) prevent excessive 
evaporation of essential moisture. 


Patients appreciate pleasant, convenient SARDO. 
Non-sticky, non-sensitizing, economical. Bottles of 4, 8 and 16 oz. 











ti pet 











for samples and literature, please write... 
SARDEAU, INC. 75 East 55th Street, New York 22, N. Y.*Patent Pending, T.M. © 1961 
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State Board (Cont. ) 


North Carolina 


The North Carolina State Board of Chiropody Examiners. 
Board Secretary: Robert W. Getchell, D.S.C., P.O. Box 
796, Goldsboro, N. C 


North Dakota 


The next board meeting of the North Dakota Board of 
Registration in Chiropody will be held for reciprocity and 
examination at call at 301 Black Bidg., Fargo, N. Dak. 
Board Secretary: Joseph E. O’Brien, D.S.C., P.O. Box 872, 
Bismarck, No. Dak. 


Ohio 


The Ohio State Medical Board. Examiner in Chiropody: 
H. M. Platter, M.D., 21 W. Broad St., Columbus, Ohio 


Oklahoma 


The Oklahoma State Board of Chiropody will meet for 
examination when necessary, in June and September and 
other times as needed. Board Secretary: Dr. Warren D. 
Long, 1217 No. Walker St., Oklahoma City, Okla. 


Oregon 


Oregon State Chiropodists’ Examining Board. Board Sec- 
retary: Richard H. Wilcox, M.D., 914 State Office Bidg., 
Portland, Ore. 


Pennsylvania 


Pennsylvania State Board of Chiropody Examiners will 
meet for examination July 19-20, 1961, at the Education 
Bidg., Harrisburg, Pa. Board Secretary: Dr. Jack S. 
Pincus, 26 N. 3rd St., Harrisburg, Pa. 


Rhode Island 


The Rhode Isiand Board of Examiners in Chiropody 


Administrator: Thomas B. Casey, 366 State Office Bldg., 
Providence, R. I. 


South Carolina 


The South Carolina Board of Podiatry Examiners will 
meet for reciprocity and examination at the discretion of 
the Board. Board Secretary: Dr. James D. Hill, 122 W. 
Whitner St., Anderson, S. C. 





South Dakota 


The South Dakota State Board of Chiropody Examiners 
will meet at the discretion of the Board. Board Secretary: 
Viola Marr, 115 N. Main Ave., Sioux Falls, S. D 


Tennessee 

The Tennessee Board of Registration in Chiropody. 
Board Secretary: Stephen A. Lamm, 3355 Poplar Ave., 
Memphis, Tenn. 

Texas 


The Texas State Board of Chiropody Examiners. Board 
Secretary: Dr. Lewis M. Hoppock, P. O. Box 3315, 
Temple, Tex. 


Utah 


The Utah State Board of Chiropody Examiners. Board 
Secretary: Ward A. Burbidge, 1015 Medical Arts Bldg. 
Salt Lake City, Utah 


Vermont 


Vermont Chiropody Association. Board Secretary: 
S. Clark, Service Bldg., Rutland, Vt. 


Gray 


Virginia 


Virginia Board of Medical Examiners. Board Secretary: 


Russell M. Cox, M.D., 509 Professional Bldg., Ports- 
mouth, Va. 
Washington 


The Washington State Chiropody Examining Committee 
usually holds Basic Science and Chiropody examinations 
the first and/or second week in January and July at the 
University of Washington, Seattle, Wash. Board Secre- 
tary: Thomas A. Carter, Administrator, Department of 
Licenses, Olympia, Wash. 


West Virginia 
Medical Licensing Board of West Viesinis. 
{ y 


retary: N. Dyer, M.D., 1800 
Charleston, W. Va. 


Board Sec- 
Washington St., 


Wisconsin 

The Wisconsin State Board of Examiners will meet tor 
examination July 11-12, 1961, at the Public Service Audi- 
torium, Milwaukee, Wis. Board Secretary: Roy M. Cowen, 
2018 E. North Ave., Milwaukee 2, Wis. 


Wyoming 
The Wyoming State Board of Registration in Chiropody- 


Podiatry. Board Secretary: Dr. J. W. Scott. 21 East 
Works St., Sheridan, Wyo. 





Have You Sent in Your 


Contribution and-or Pledge 


Our goal is $100 from each member of the profession. 


Enclosed is my contribution of $_____ to the Fund for the Advance- 
ment of Podiatry (Chiropody) Education. 


| wish to ANNUALLY pledge $_____. to the Fund. 


Bill me Annually (_ ) 


| wish my donation designated for: 


Semi-annually (_ ) 


Quarterly ( } 


{ }) The General Fund, for all schools. 
( ) Earmarked for ________________. Podiatry Chiropody College. 


Name 





PLEASE PRINT 


Street Address ____ 





City 





State 





FUND FOR ADVANCEMENT OF PODIATRY-CHIROPODY EDUCATION 
3301 16th Street, N. W. 
Washington 10, D. C. 
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improved 


circulation 
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Geriliquic® 


NIACIN AND GLYCINE 


PROVIDES SUSTAINED WARMTH OF EXTREMITIES 


In patients with impaired peripheral circulation, Geriliquid warms cold hands and 
feet through rapid, safe vasodilation by niacin, and provides continuing sustained 
vasodilation and heat radiation by the thermogenic action of glycine. 


Other Benefi 


®@ Increases ability to walk farther with less pain 
@ Relieves pain, dizziness and faintness 
@ Improves appetite and brightens the mood 


Composition: Each 5 ml. contains: Niacin 75 mg., Glycine 
750 mg. in a sherry wine base. Contains Alcohol 5%. 


Dosage: One or two teaspoons three times daily before meals. 
Supplied: 8 oz. bottles. 


LAKESIDE LABORATORIES, INC. 


Milwaukee 1, Wisconsin 
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You Look Elsewhere 


Cueck 


Your A.P.A. Insurance 
Program First 


Thousands of Podiatrists 
Have Found Their APA 


Insurance Plans to be 


"Just What the Doctor Ordered" 
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$10,000 
MAJOR 
MEDICAL PLAN 


for members and their 
families 


In Hospital—Home—Doctor's 


Office 

Physicians’ and Surgeons’ Fees 
Graduate Nurses’ Fees 
Hospital Charges 


Blood—X-Rays—Oxygen— 
Medication—Ambulance—Etc. 
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Avs 


1. keep feet clean 2.. avoid irritating 
and dry non-breathing 
synthetic foot 

coverings 


“ee 

3. HYDROTOX 
¢ absorbent © antiperspirant 
* bacteriostatic « fungistati 
¢ keratolytic 


Wa telelfer-| mc i gem -)(-) oan 


for prevention and control of fungal and ringworm infections of the feet 


hydrotox’ 


. is a balanced formula of widely useful 
components for the treatment and prophy- 
laxis of common superficial fungal infections. 
A highly useful adjunct in maintaining condi- 
tions unfavorable to continued proliferation 
of fungi, HYDROTOX is soothing, non- 
irritating, non-sensitizing, and non-abrasive. 
Administration: Control and treatment of 
fungal infections require two entirely different 
products and formulae which are available 
to your patients with HYDROTOX. 


Hydrotox Dry Spray Powder is applied liber- 
ally in the morning to infected and adjacent 
areas, and to socks and shoes as a precaution 
against re-contamination. 

Hydrotox Ointment is applied at bedtime to 
infected and adjacent areas. 


Send for FREE informative brochure 
on fungus infections.’ 


©1961 





iydratn 


DRY SPRAY (e) 
POWDER a P 
< 
$ 
OINTMENT x 5 
* 
grok 8 
. xsl : 
NO te ‘ 
ry WaLeTE's FO 


Formulae and Supply: 

Hydrotox Dry Spray Powder is 
supplied in a 3 oz. plastic bottle con- 
taining the following active ingredi- 
ents: Salicylic Acid 2.0°%, Zinc 
Stearate 3.0°%, Boric Acid 6.0°%, 
Alum, exsiccated 1.0%. 
Hydrotox Ointment is supplied in a 
1!4 oz. heat-sealed tube containing 
the following active ingredients: Hex- 
achlorophene 0.3°%, Precipitated 
Sulfur 3.0°%, Salicylic Acid 3.0%, 
Undecylenic Acid 2.5%. 


ZOTOX PHARMACAL COMPANY, Inc., Stamford, Connecticut 
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COUNCILS and COMMITTEES 


COUNCIL ON EDUCATION 
F. S. Schwarz, Chairman, 1825 5th Ave., Troy, N. Y.; I. Yale, Vice Chairman, 364 E. Main 
St., Ansonia, Conn.; P. R. Brachman, Secretary, 25 E. Washington St., Chicago, Ill.; E. N. 
Barron, 900 W. 4th St., Little Rock, Ark.; Milton H. Gennis, 1432 S. Peoria Ave., Tulsa, 
Okla.; R. K. Locke, 142 Engle St., Englewood, N. J.; P. B. Nelson, 1675 E. 14th St., San 
Leandro, Calif.; Max Pomerantz, M.D., 2057 Cornell Rd., Cleveland, Ohio; E. L. Tarara, 
Mayo Clinic, Rochester, Minn.; G. R. Tobin, 153 3rd Ave., N., Twin Falls, Idaho. 
CONSTITUTION AND BY-LAWS COMMITTEE 
LeRoy C. Numbers, Chairman, 1327 N. Clark St., Chicago,, Ill.; Joy E. Adams, Florida, Na- 
tional Bank ‘Bldg., St. Petersburg, Fla.; Joseph D. Fletcher, 520 Temple Bldg., New Castle, Pa. 
DIVISION OF EXTERNAL AFFAIRS 
Benjamin C. Mullens, Director, Security Mutual Bldg., Binghamton, N. Y. 
Council on Public Education and Information 
James A. Conforti, Chairman, 767 Broadway, Bedford, Ohio; Edward H. Bier, 417 Wash- 
ington St., Hoboken, N. J.; H. L. Collins, 318 E. State St., Columbus, Ohio; J. E. Green, 108 
Murray St., Binghamton, N. Y.; S. S. Rudnick, 229 Main St., West Haven, Corn. 
Council on Extra-Professional Relations 
Earl G. Kaplan, Chairman, 14608 Gratiot Ave., Detroit, Mich.; N. C. Bianco, First Central 
Tower, Akron, Ohio; J. A. Conforti, 767 Broadway, Bedford, Ohio; L. E. 7 >l "son, 4546 Deg- 
nan Blvd., Los Angeles, Calif.; A. G. Kalin, 24453 Grand River Ave., Detroit, Mich.; E. F. 
Weiner, 450 7th Ave., New York, N. Y.; Andrew S. Anastasio, 646 George St., New Haven, 
Conn, 
Council on Allied Health Relations 
Ralph E. Owens, Chairman, 1706 Exchange Blvd., Oklahoma City, Okla.; Clarence Bookbinder, 
319 W. Broad St., Burlington, N. J.; George E. Guenzler, 104 Professional Bldg., Freeport, I11.; 
H. H. Johnson, 510 W. Broadway, Enid, Okla.; L. G. Lefler, 329 W. 6th St., Fremont, Neb.; 
David Simon, 2992 Bailey Ave., Buffalo, N. Y.; Edward Tornow, 6135 Wilshire Blvd., Los 
Angeles, Calif. 
DIVISION OF INTERNAL AFFAIRS 
Joy E. Adams, Director, Florida National Bank Bldg., St. Petersburg, Fla. 
Council on Professional Information 
William A. Edwards, Chairman, 150 No. Arlington Ave., Reno, Nev.; B. C. Egerter, 507 
Liberty Ave., Pittsburgh, Pa.; H. Feinberg, 1680 Meridian Ave., Miami Beach, Fla.; Chester 
Nava, 4140 Shelbyville Rd., Louisville, Ky. 
Council on Membership Development 
Harry I. Horowitz, Chairman, 80-96 Steinway St., Astoria, L. I, N. Y.; S. O. Burgess, 17189 
Schaefer, Detroit, Mich.; J. C. Pankratz, 275 North St., Meadville, Pa.; I. Pashin, 12 Cath- 
arine St., Poughkeepsie, N. Y. 
Council on Scientific Sections 
L. ‘B. Thompson, Chairman, 5613-7th Ave., Kenosha, Wisc.; M. Bromberg, 56 Broad St., 
Bloomfield, N. J.; W. F. Eads, 1651 Garnet St., San Diego, Calif; K. C. Nielsen, City Na- 
tional Bank Bldg., Omaha, Neb.; Richard O. Schuster, 14-15 160th St., Whitestone, L. L. 
N. Y.; Irving Yale, 364 E. Main St., Ansonia, Conn. 
DIVISION OF SPECIAL AFFAIRS 
Robert Shor, Director, 4480 Crenshaw Blvd., Los Angeles, Calif. 
Audio-Visual Council 
Marvin W. Shapiro, Chairman, Toledo, Ohio; W. L. Beylin, Akron, Ohio; M. M. Greenfield, 
Toledo, Ohio; C. S. Kaczmarek, Toledo, Ohio; Robert Weinstock, Grosse Pointe Woods, 
Mich.; George Dame, Secretary, 3301 16th St.. N. W., Washington, D. C. 
Council on Podiatry Therapeutics and Pharmacy 
Harry L. Hoffman, Chairman, 1098 National Press Bldg., Washington, D. C.; F. N. DiGilio, 
Skokie, Ill.; A. V. Johnson, Midland, Tex.; E. C. Meldman, Milwaukee, Wisc.; S. Moskow, 
Washington, D. C.; R. E. Owens, Oklahoma City, Okla. 
Council on Foot Wear 
Edward C. Meldman, Chairman, 161 W. Wisconsin Ave., Milwaukee, Wisc. 
SPECIAL COMMITTEES 
Children and Youth Fitness—John T. Sharp., 2002 Woodland Rd., Abington, Pa. 
Aging—Edward L. Tarara, Chairman, Mayo Clinic, Rochester, Minn.; Robert A. Giudice, 
118 S. W. 4th Ave., Gainesville, Fla. 
Nomenclature—Peter N. Varzos, 25 E. Washington St., Chicago, II]. 
Farm Foot Health—Ralph C. Kirkwood, Kresge Bldg., Des Moines, Iowa. 
Advisory Committee on Civil and Defense Emergency Medical Care—Arthur E. Helfand, St. 
Luke’s and Children’s Medical Center, Franklin and Thompson Sts., Philadelphia, Pa. 
Medical Liaison—George Guenzler, Chairman, 104 Professional Bldg., Freeport, Ill.; Marvin 
Shapiro, Toledo, Ohio; Douglas T. Mowbray, Waterloo, Iowa; A. Rubin, Secretary, 3301 
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Athlete’s foot is caused by fungi invading the 
horny, keratinized layers of the skin not 
reached by the normal blood supply. Topical 
application of DESENEX, a combination of zinc 
undecylenate and undecylenic acid, brings 
these powerful antifungal agents into direct 
contact with troublesome fungi and quickly re- 
lieves —and arrests —the annoying condition. 

Hundreds of thousands of athlete’s foot in- 
fections have been arrested by topical treat- 


ment with DESENEX, among the best tolerated 
of all potent fungicidal agents. 

And DESENEX is inexpensive—only pennies 
per treatment: DESENEX Ointment can be ap- 
plied liberally to both feet every night for a 
week and a half from only a single tube. Itching 
and discomfort are stopped almost immedi- 
ately. DESENEX is also reconimended for treat- 
ment of other susceptible fungus infections of 
the skin and nails. 





Dosage: At night, supply Ointment liberally to infected 








powder into the shoes and feet. 


Supplied: Ointment—1 oz. tubes and 1 Ib. jars. Powder 
—1% oz. and 1 Ib. containers. Solution (Undecylenic 
acid)—2 fl.oz.and1qt. bottles. Aerosol Spray—6 oz.cans. 





Maltbie Laboratories Division, 
Wallace & Tiernan Inc., Belleville 9, N. J. 
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EDWARDS 
PRESCRIPTION SHOES 


FOR ADULTS ONLY 














Shoes should be an important part of your practice. If you are 
shoe minded, our plan of servicing your patients in your office 
should be of utmost interest to you. You can dispense 


EDWARD'S PRESCRIPTION SHOES for men and women 


without carrying a stock of shoes, and without an investment. 


For more than 36 years, thousands of your fellow practitioners 
have used EDWARD'S PRESCRIPTION SHOES for adults as 
an adjunct for treating the various forms of foot disabilities. 
The fit is guaranteed. Shoes may be returned either for 
exchange or refund. 


SHOES SUPPLIED ON INDIVIDUAL PRESCRIPTIONS 





Write for our beautifully 

illustrated catalog and 

our plan to dispense shoes 

in your office—on your 

professional stationery 
please. 








THE SATISFACTORY SHOE 


7 W. WASHINGTON STREET, CHICAGO 2, ILL. 





252 Vol. 51, No. 4, Journal of the American 





erican 


For instant prolonged 
relief of dry skin 


* Moisturizes and softens the skin Ze oS38 


* Stops itching 


* Promotes healing 
* Cools and refreshes 
* For tired burning feet 





Ice-Mint moisturizes the skin by providing 
water to the dehydrated keratin layer. It softens 
the skin and keeps it pliable by promoting mois- 
ture retention in the stratum corneum. Ice-Mint 
also supplements natural skin lipids with its 
lanolin fraction, Menthol provides further anti- 
pruritic action. In addition to its therapeutic 
effectiveness, Ice-Mint provides a cooling, re- 
freshing lift. It relaxes tired muscles and soothes 
stinging, itching feet. 

Indicated for anidrosis, bromidrosis, callos- 
ities, chafing, fissured or horny heels, foot hy- 
giene in diabetes, general dryness, roughness 
and scaling, itching, senile pruritus and tired 
burning feet. 


UNITED SALES AND MFG. COMPANY, Division 
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cooling, soothing 


leemnint' 


CREAM 


we 
*+-for tired, burning feet 
— 








Over 90 per cent of Podiatrists reporting* 
describe excellent to good results with Ice-Mint 


“Results of a recent questionnaire sent to 
Podiatrists in a limited area. Good or excellent 
results were reported in 4546 out of 4826 pa- 
tients. All Podiatrists who reported were satis- 
fied with results obtained with Ice-Mint. 

Ice-Mint is a frosty-white, non-irritating 
cream containing lanolin. It also contains the 
finest camphor, menthol, essential oils of pep- 
permint, eucalyptus and thyme in a special 
greaseless base. 

You will find Ice-Mint compatible with most 
any treatment you use, 

FREE SAMPLES ON REQUEST 


of FOSTER-MILBURN COMPANY, Buffalo, New York 
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For the patient with onychomycosis 





5 - 


can unlock the door to successful treatment... 


by a three-fold attack essential for effective control: 


penetrating vehicle— that reaches the fungi in deep keratin layers. 


multiple antimycotic action—in vivo— 1) kills fungi by direct 


J 


tanning action, 2) lowers local pH, 3) inhibits local sweat production, 


prolonged action— sustained release medication film provides 


continuous 12-hour antifungal action. 


But—the door to success opens wide only when OnycHO-PHyTEx is combined with: 


® Thorough and regular debridement (in your office) of affected nails by chemical or mechanical 
means, to remove piled-up horny growth. 

@ Conscientious patient cooperation at home in carrying out the twice daily application schedule 
for an adequate period. Visible improvement (healthy new nail growth) should not be ex- 
pected for several months. Patient instruction sheets are available to you on request as an aid 
in gaining long-term cooperation. 


Formula: each cc. contains 


Borotannic complex (derived from: Tannic acid 46 mg., Boric acid 29 mg.)........... 75 mg. 
MEMES ats iO ie ii era ne ree i a i cieac ins ear pga Re A ck sa Sa 8 mg 
ND a cn rcd av kv needes SG eeweakevv ha eaence ee eee 56% 


Supply: In bottles of 15 cc. and 30 cc. with brush in cap—on prescription only. 


WYNLIT PHARMACEUTICALS, INC., MADISON, NEW JERSEY gia 
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Bone Resection in Relation to Trabecular Patterns* 


One of the many problems facing the sur- 
geon is the amount of bone which is to be 
resected to relieve a pathologic condition. 
Enough bone must be removed to accomp- 
lish the purpose of the operation and yet 
sufficient must be left to permit proper on 
adequate function. This decision should not 
be left to chance or guesswork on the part 
of the surgeon but should be evaluated 
on physiological principles prior to  sur- 
gery. This paper presents a basis for such 
evaluation predicated on the stress pat- 
terns which pass through the trabeculae 
of bones. This principle can be employed 
wherever resection or ostectomy is required. 

All bones consist of lamellae in which 
calcium is deposited. These lamellae, which 
consist of fibrous tissue, form the trabeculae 
which may be seen on the X-ray film or in 
a skeleton. If for various reasons the cal 
cium is either absorbed or not deposited, 
the trabeculae will not be visible on the 
roentgenogram. ‘The lamellae, however, 
are still present and are capable of trans- 
*Paper submitted to the William J. Stickel Annual 
Awards for Research in Podiatry-Chiropody for 
1960. Presented at the Annual Meeting of the 


\.P.A. held at the Drake Hotel, Chicago, Il., 
August 1960. 
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Milton Henenfeld, Pod.D. 
Milton H. Walkes, Pod.D. 
New York, N. Y. 


mitting stresses although less adequately. 
The fact that in these cases the trabeculae 
are not visible does not mean that the bone 
has been destroyed. Since the lamellae are 
still present, calcium may be redeposited 
and the bone both functionally returns to, 
and roentgenologically appears, normal. 

One of the reasons for the absorption 
of calcium from bone is disuse. It has been 
termed “atrophy of disuse’ and is not 
always the state in any one bone, or in a 
series of bones in a closed or open kinetic 
chain. The so-called atrophy of bone, o1 
osteoporosis, the disuse, can be the result 
of the discontinuance of stresses (either 
compression or tension) passing through 
a particular bone, or a particular portion 
of a bone. Whereas complete discontinu 
ance of weight-bearing for a length of time 
will result in widespread osteoporosis, 
alterations of a bone so that a portion of 
it can no longer transmit stresses through 
it will result in Osteoporosis of this pal 
ticular section with, frequently, an increase 
in the trabecular pattern in the remaindet 
of the bone still capable of transmitting 
such stresses. This is observed in cysts and 
in fractures of bone 


255 











Before 


Fig. 1. 
resection first metatarsal head for hal- 
lux valgus. Note that line of force can 
still follow the trabecular pattern fol- 
lowing surgery (right). 


(left) and after bone 


The trabeculae of bone transmit the 
gravitational stresses of body weight as 
well as the tensional stresses supplied by 
muscle, fascia, and ligaments. 

These trabeculae are known to form into 
patterns in response to the stresses passing 
through them. When these stresses change 
as the result of normal or pathologic alter- 
ations, the trabecular pattern is altered to 
conform to these changes so that function 
of the part may continue. In long bones 
these trajectoral lines of stress form in 
three principal axes at right angles to each 
other so that where the forces meet they 
become equalized. Thus, if the forces in 
any one plane are nonfunctioning, or no 
longer exist, changes of considerable nature 
will take place in the now unequalized axes 
which are still continuing to function. 

In the foot we are mainly concerned 
with those 
through its 


forces which forward 
length. forces run 
parallel to the longitudinal axis of the 
metatarsals and onward into the phalanges. 
These carry the gravitational weightbear- 
ing stress (compression forces) of the body 
to the contact surface (ground). Those 
trabeculae which carry the tensional forces 
are in a horizontal plane and these forces 
result from 


run 
These 


ligamentous and muscular 
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forces acting on the bone. 

It is obvious, then, that a long bone, 
through which its trabeculae run parallel 
with its long axis, must also be pointed 
in the same direction as the force it is 
transmitting. Thus for proper function- 
ing of its longitudinal axis (and the equal- 
ization of stresses) the force must be in 
the same direction as the trabecular pat- 
tern and therefore along the length of the 
bone. 

We are dealing here with three factors: 
1. The metatarsal bone. 2. Its trabecular 
pattern. 3. Lines of force passing through. 
three 
be parallel, pointing in the same direction. 

If the metatarsal should be directed at 


Under normal conditions all] must 


an angle instead of forward, the following 
may exist: 1. The metatarsal and its tra- 
pattern must remain _ parallel. 
The lines of force may remain parallel 
if they are changed with the new direction 
as when the metatarsal is turned outward 
and the body turns outward with it. 3. The 
lines of force no longer coincide with the 
metatarsal and its trajectoral pattern as 
when the 


jectoral 
9 


metatarsal is turned outward 
and the force is continued in a straight 
direction. 

Therefore if the metatarsal, in the last 
instance, is to transmit weight forward 
in the direction of the line of force it can 
only do so through those trabeculae (if 
any) within the bone which are parallel 
ai that time to the line of force. If none 
are available or if none can be made avail- 
able this bone will not transmit weight 
until the situation is altered so that its 
trabeculae can be brought into action. If 
no such alteration can be brought about, 
osteoporosis of this bone must occur. 

Thus if a metatarsal head is pointed 
in the direction of the forces passing 
through it, then its longitudinal trabeculae 
can transmit these forces through all the 
trabecular patterns existing for this pur- 
pose. If the metatarsal should be angulated 
15° and the forces still directed straight 
ahead, then only those trabeculae which 
remain parallel with these forces can trans- 
mit them. The others are not being used. 


Vol. 51, No. 4, Journal of the American 


merican 


In severe angulation as occurs in hallux 
valgus, only a minimum of trabeculae still 
remaining in line with these forces are 
employed. 

Thus in a hallux valgus, depending on 
the degree of abduction of the metatarsals 
the greater the angulation the fewer tra- 
beculae are used. Those trabeculae which 
are not employed will atrophy, the calcium 
will absorb, and no trabeculae will be 
observed on the roentgenogram. The only 
trabecular patterns seen are those which 
indicate the functioning parts of the meta- 
tarsal head and its opposing phalanx. The 
remainder are not functioning and to all 
intents and purposes are useless unless the 
metatarsal can be realigned to coincide 
with its line of force. Where this is im- 
possible or not feasible or inadvisable, 
removal of this nonfunctioning portion of 
bone does not interfere in any way with 
the functioning of such a bone any more 
than leaving it intact. The portion of bone 
which is functioning remains the same 
whether that section is removed or not. 


It would seem that the objection to the 
removal of a portion of the metatarsal head 
in hallux valgus because of interference 
with the functionability of this bone is 
not sustained. The bone remains with the 
same functioning trabeculae in either case; 
the amount of bone present is unimportant 
to this end. The removal of the nonfune- 
tioning portion (the exostosis) provides for 
a better functioning part by reducing fac- 
tors which result in pain and disability. 

These considerations can also be applied 
as reason for preservation of, rather than 
removal of bone. 


The metatarsal head permits the forces 
passing through the metatarsal to be trans- 
mitted into the ground by two methods. 
One is by direct contact with the ground 
surface, and the second by allowing trans- 
mission to the phalanges, and through these 
to the ground. When a metatarsal head is 
resected, there can no longer be any appre 
ciable weight forces passing through this 
metatarsal ray. The stresses which were 
carried by these parts must now be trans- 
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mitted by the other metatarsal segments 
which may or may not be able to carry the 
load. (This can be demonstrated on follow 
up postoperative roentgenograms. ) 

It will be noted that, in those cases where 
metatarsal head resection has been em 
ployed, the phalanges and remaining meta 
tarsal shaft are osteoporotic indicating no 
trabecular patterns of weight transmission 
through them. This state can also be seen 
where there is luxation of the proximal 
phalanx over its opposing metatarsal head 

Phe advisable procedure, it would seem 
to us, is to preserve this very important 
weight) transmitting mechanism and use 
procedures which maintain or re-establish 
weight transmission patterns and still ovei 
come the difficulties for which the operative 
procedure was intended. 

Removal of the proximal portion of the 
proximal phalanx as part of a plantar con 
dylectomy, particularly when — luxation 
exists, does this. It maintains intact the 
metatarsal head, allowing continuation of 
the function of the metatarsal ray. With 
repair the body builds a fibrous bridge 
whose fibers form in line with the stresses 
passing through them and act as noncal 


cified lamellae. 


Summary 


. The amount of bone to be resected 
in a pathologic condition should be eval 
uated on physiologic principles prior to 


surgery. 


2. The trabecular patterns in bone 
represent the stress forces passing through 


bone. 


3. When as in hallux valgus, the tra 
beculae of a portion of bone do not trans 
mit stresses, this portion of bone is non 
functioning. 


1. Surgical excision of this nonfunction 
ing portion of bone does not interfere 01 
alter the existing function of the remainder 
of the bone. 


5. Resection of a metatarsal head 
removes the trabeculae essential for the 








transmission of gravitauonal forces through 
the metatarsal segment to the ground and 
through the corresponding phalanx. 


6. On the other hand, resection of the 
base of the proximal phalanx re-establishes 
the trabecular pattern of the metatarsal 
segment and its toe so that function tends 
to be restored. 

16 E. 79th St. 
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A Comparison of Surgical Approaches to Metatarsal 
eS 


ste 


for Plantar Lesions* 


Heads 


THE purpose of this paper is to present a 
discussion of the ablation of plantar lesions 
comparing direct plantar approach, dorsal 
approach to the plantar surface of the meta 
tarsal head and total metatarsal head re- 
section. 

When first seen, deep tylomatous lestons 
occurring on the plantar aspect of the meta- 
tarsal heads are similar to other tylomatous 
lesions present on the foot. It is the early 
lesion, when carefully treated, so as not to 
create a massive area of necrosis and sub- 
sequent eschar formation, that will show 
the greatest degree of improvement and 
subsequent ablation. As the lesions grow 
older and the patient is subjected to in 
creased intensities of therapy eschar tissue 
begins to appear. It would probably be 
far more correct to term the chronic plantaa 
lesion a Once 
occurred the sloughing of this lesion can 


“vicious cicatrix.”’ this has 
not be expected simply by removal of pres 
sure by means of mechanical measures such 
as appliances, metatarsal bars, shoes, and 
even complete excision of the metatarsal 
head or the plantar condylar processes of 
the metatarsal head presents failures. 
One question that needed answering was 
whether or not the patho-mechanics would 
*Paper submitted in the William J. Stickel Annual 
Awards for Research in Podiatry-Chiropody for 
1960. Presented at the Annual Meeting of the 


A.P.A.. held at the Drake Hotel, Chicago, M1. 
\ugust 1960 
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be an influencing factor in the choice ot 
approach. 

X-ray studies of fifteen cases of intract 
able keratoses selected at random, display 
The 
data in Table I illustrates symptoms com 
to all The subjects varied tn 
age from 16 to 53 years. 


a similarity in basic foot structure. 


mon cases. 
In each instance there was a long second 


metatarsal; the involved metatarsal shafts 


were in a position of varus on their longi- 
tudinal axis; there was a marked degree 
of chronic proliferative periostitis present 
on the medial aspect of the distal phalanx 


of the first digits; in each case a marked 


shortening of the achilles tendon had 
occurred, and in six cases there was an 
associated pes cavus; in two cases there 


was a marked metatarsus varus latus; ham- 
mer toes were found to occur with plantan 
lesions but hammer toes 


symptomatic and these did not correspond 


only ten were 
to the metatarsal head involved with the 
plantar lesion; there was a mild or severe 
amount of hallux valgus in ten cases and 
none in five cases. The five cases without 
hallux valgus consisted of a fifteen-year- 
old girl and four men between nineteen 
and forty-three years of age. Chronic lesions 
were found to occur more frequently under 
the third, and fourth 


second, metatarsal 


heads. 
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The lesion was found to occur most often 
directly inferior to the metatarsal head 
or the metatarsophalangeal articulation. 
Rarely was there any identification associa- 
tion with the base of the proximal phalanx; 
and when this did occur there was a slight 
displacement of the soft metatarsal tissue 
anteriorly, precipitated by weight bearing. 

In cases of long chronicity a marked 
amount of osteoporosis was present in the 
involved metatarsal head. Chronic irrita 
tion of the metatarsal head, as a result of 
the plantar lesion, failed to produce hyper 
trophy of any aspect of the metatarsal head. 

The similarity of findings does not sug- 
gest that different approaches tor indivi 
dual cases are indicated. Apparently surgi 
cal judgment and surgeons preference is 
the only necessary factor in clecting onc 
of these procedures. 

The dorsal approach has the following 
disadvantages: 1. While good, it is an in 
direct avenue which requires a_ large 
amount of surgical trauma in disarticulat 
ing the metatarsophalangeal joint so as to 
expose the plantar aspect of the metatarsal 
head and base of the proximal phalanx 
2. In most cases there is a great incident of 
dorsal luxation of the base of the proximal 
phalanx. 3. Complete excision of the base 
of the proximal phalanx results in a short 
ened toe which may produce an undesirable 
cosmetic result, especially in females. 4. In 
the foot the Extensor digitorum longus 
tendon serves as the dorsal ligament of th« 
metatarsophalangeal articulation, and = in 
many instances there is an adhesion between 
the extensor tendon and the incision which 
tends to produce a hammer toe deformity 
because of the pull of the Flexor digitorum 
longus tendon. 5. Inadequate delivery of 
the metatarsal head prevents good visualiza 
tion and consequently a complete excision 
of the offending osseous tissue is not always 
performed. 6. Plantar lipomas, _ fibroli- 
pomas, and bursae present inferiorly to the 
Flexor digitorum longus tendon are not 
visible and may be completely missed on 
not totally excised. 


Complete excision of the metatarsal head 
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presents the following disadvantages: 
1. Complete excision of the metatarsal 
head is a complete procedure but in 
most cases a complete metatarsal 
head resection is very deceptive because it 
leads to complete resolution of any non 
cicatrical plantar lesion, but a lesion will 
be found to occur at a future date on the 
adjacent metatarsal heads. 2. The to 
involved will be markedly shortened and 
invariably rather flail. 3. The digits will 
tend to be forced dorsally by the adjacent 
toes which poses a cosmetic and shoe fitting 
problem. An advantage is that postope 
atively, the skin incision will coaptate easily 
and a lesser degree of postoperative dis 
comfort exists as far as immediate ambula 
tion is concerned because no_ surgically 
traumatized osseous surface remains to 
transmit weight. 

With the plantar approach: 1. There is 
complete excision of the cutancous lesion 
whether the offending lesion is composed 
of verrucous, tvlomatous, or cicatrical tissue 
2. If a foreign subcutaneous mass is present 


it may be excised directly and completely 


3. The thickened dense plantar ligament may 


be excised directly and completely. 4. Thi 
roughened plantar aspect of the metatarsal 
head and or the base of the proximal 
phalanx is exposed without producing a 
disarticulation. The normal anatomical 
relationship of this joint is observable in 
all instances thus facilitating an easier and 
more complete excision of the offending 
osseous Ussuc. 5. By approaching the prob 
lem surgically from the plantar aspect the 
surgeon can completely excise the cutaneou 
lesion; and if there is the slightest doubt 
as to whether osseous involvement wus 
present from film studies made, the joint 
capsule can be opened directly and digital 
palpation will reveal the presence of 4a 
sharp rough osseous surface. Hf an osseous 
irregularity is) present it) may then be 
excised. 6. There is only a slight’ possi 
bility of producing a disarticulated phalanx 
because the collateral ligaments and_ the 
peripheral margins of the joint capsule are 


never incised. 7. There is no chance of 








producing a fibrous adhesion of the ex- 
tensor the dorsal 
approach. 8. The hairline eschar result- 
ing from the plantar incision 


tendon as there is in 
is rarely 
disabling as is an eschar resulting from 
excessive 


electrodesiccation or roentgen 


radiation. 


Summary 

In this paper three procedures for oblit- 
erating plantar lesions have been consid- 
ered. Two procedures describe approaches 
from the dorsal The 


aspect. third, the 


plantai approach is most effective inas- 
much as it is direct. 

Before any procedure is considered each 
case should be carefully evaluated from 
mechanical and dermatologic points of 
view. Existing mechanical problems should 
be treated in an adequate tashion before 
surgery as there is the possibility of allevia 
tion of symptoms without resorting to sur 
gery. Skin lines, folds, and planes should 
be studied so as to elect a line of incision 
which produces a hairline scar. 
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Joplin’s Sling Operation in Adolescent Hallux Valgus 


PERUSING the world literature on hallux 


valgus is a formidable task but on any 
attempt to do so, one is struck firstly with 
the very large numbers of different opera- 


tions that have been devised for the con- 
dition, and secondly with the paucity of 
second reports on the effectiveness of any 
particular this latter 


procedure. From 


stricture one must of course exclude the 
“arthroplasties” described by W. L. Keller 
in 19046, by C. H. Mayo in 19087 and the 
operation of arthrodesis of the first meta- 
tarsophalangeal joint, all of which have 
been very fully and widely documented. 


TABLE | 


Colchester School Clinic 
Number of new cases attending 6 
1948-1957 saa 


Number attending 
hallux valgus 


because of 


Furthermore, it is noticeable chat when 


second reports are published, they are 
nearly always from the same pen, or at 
least the same clinic that was responsible 
for the first paper. It is felt, therefore, that 
the experiences in two clinics in England 
with an operation recently described in the 
United States would be worth recording. 

Hallux valgus in childhood and 
lescence is a 


ado- 


common problem in the 
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TABLE II 


Analysis of 100 unselected consecutive cases 
attending the school clinic in 
1956-1957. 


Knock knee 7 
Flat foot 11 
Other foot deformity 

(except H.V.) 1] 
Torticollis 8 
Scoliosis 8 
Hallux Valgus 8 
Pestural deformity 7 
sow leg > 
Spastic paralysis 3 
Poliomyelitis 3 
Miscellaneous 19 
United Kingdom for which so far there 


has been no certain method of correction. 
Some idea of its incidence may be had from 
a review of the attendance at a school chil- 


dren’s Orthopaedic Clinic in Colcheste1 
over the period 1948-1957 (Table I). Its 
frequency compared with that ol othe 
common childhood conditions is shown in 
Tabie II. 


severe enough to require operative treat- 


Not all the deformities seen are 


ment of course, but it has been found that 
about one tenth of the children seen under- 
go operation either because of the deform- 
ity or because of the presence of associated 
*From the Orthopaedic Departments, Black Notely 
Hospital, Essex, England, and The London Hospital, 
London, England. Presently in the Orthopaedic 


Department, Hadassah University Hospital, Jerusa 
lem, Israel 
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Fig. 1—Feet of a 10-year-old girl with 
severe hallux valgus (Case 19), 


pain (Fig 1). Before 1952 the operation 
performed usually was cither simple 
exostectomy with capsule reefing on the 
inner side of the joint, or occasionally the 
McBride operation’. In 1950, however, a 
new technique was described by Joplin ® 
which purported to correct hallux valgus 
and also the frequently associated splayfoot 


deformity by excising the exostosis, trans- 


planting the tendon of Adductor hallucis 
through the metatarsal head to the media! 
side of the capsule of the first: metatarso 
phalangeal joint, and detaching the tendon 
of the Extensor digiti minimi and bringing 
it across the sole of the foot to form a new 
and tighter “transverse metatarsal liga 
ment.” In 1952, therefore, it was decided 
to try this new procedure in adolescent 
patients with hallux valgus severe cnough 
to need operation, 

During the period 1952-1957 24 child o 
adolescent patients underwent the sling 
operation at Black Notley Hospital and 
another four adolescents at the London 
Hospital. These form the basis of the 
series reviewed here. At the same time 
another 14 adult patients were operated 
on, using the same technique. Altogether 
20 adolescents have been followed up out 
of the original 28. ‘Three were traced but 
not examined personally and have there 
fore been excluded from the results. Twelve 
of the patients followed up had had both 
feet operated on, making 32 feet in all. 

Only two of the patients were boys, the 
sex incidence agreeing with other authors 


TABLE Ill 











Case Length Age Post sg Shoe Shape Result 
No. & of at oper- I "We difficulty of ant Subj. Obj 

sex follow op ative Pre-op ee Pre- Post meta 

up stiff: op op — 
ness — 

1. F 5v.7m 19 is A. None 4. - Good c F 
2.F Sv. lm 15 . None + - Good G G 

3. F 4y.7m 18 . 4. Slight oS - Good G G 
41.M t{y.2m 16 4 None 4. A. Good G I 
5.F tvy.0m 10 «be None + Good } I 
6.F ty.1m 14 + ra None + Good G F 
7.F 3v.6m 14 - 4. Slight + Good S G 
8.1 3v.6m 17 4. Slight + Good P P 
9. F 3y.3m 15 + +4 Slight Good G i 
10. F 3y.3m 12 4. + Worse -f- + Flat P P 
11.F 2y.5m. 14 “o 4. None + Flat G 7 
12.F 2v.1m 16 de Slight . Good P F 
13.F ly. 10m. 19 - - None Good G i 
14. F ly.8m 11 - 4 None 1. Good G G 
15. F ly.3m 20 ale 4 None 4 Good G I 
16. F ly.2m 14 of. None : Good G F 
17.M ly.lm 15 _ 4. Unchd 4 / Flat F F 
18. F 9m 12 -- None . Good G F 
19. F 7m 11 - None 4 + Good P P 
90. F 6m. 16 id A Slight Good G I 
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Winant*). The 
operation varied from 10 vears to 20 years 
Lhe 


and 


(Cleveland and age al 


with an average of 15) years. time 


elapsed between operat ion review 


varied from 6 months to 5 years and 7 


months with an average of 2 and 


Q months (Table III). 


years 


In all cases the operation was performed 
in its modified form (Campbell's Operative 
Orthopaedics *). Eight of the earlier cases 
had the feet immobilized in plaster splints 
after operation for 2 to 3 weeks. The others 
had strapping splints only 
Results 

The results have been assessed as eithe 
good, fair or poor and both a subjective 
and an objective rating have been obtained. 
Phe latter follows the specifications laid 
McBride’. A 
time is short, the 


down by good result is 
obtained when recovery 
corrected alignment of the great toe is 
normal, pain has been relieved and joint 
action has not been materially affected. 


Table IV shows the results both subjective 


TABLE IV 
Results of Sling Operation in 
Adolescent Hallux Valgus 


! Good | Fain | Poor 
Subjective 20 5 7 
Objective y 20 7 


and objective. [t will be seen that although 
in both gradings there is an equal num- 
ber of poor results—just over one-fifth of 
the total there is a distinct difference 
between the two groups of the numbers 
of good and fair results. This difference is 


almost entirely due to the presence of 


limitation of movement of the metatarso- 
phalangeal joints of the great toe, noted 
factor in 


on examination as an adverse 


grading the end result objectively, but 
apparently giving rise to no subjective dis- 
ability except in one patient who com- 
In all 


when such stiffness was present, it did not 


plained of the stillness. the others, 


appear to detract from the value of the 


operation as far as the patient Was con- 


cerned, 


M.P. Joint Movement 
No figures have been found in the litera- 


ture defining what the normal range of 
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Fig. 2—Pre- and postoperative X-rays 
of Case 8 to show typical improvement 
in hallux valgus angle. 


movement in the first metatarsophalan- 


geal joint is. However, it has been sug- 
gested that the minimum ranges acceptable 
even after an arthoplasty 


Winant*) are 30 


(Cleveland and 
and 10 
plantar flexion, and these figures have been 


dorsiflexion 
taken as “normal” in this review. “Twelve 
than 10 
plantar flexion in the series, and another 
five less than 80 


feet were found to have. less 


dorsiflexion. 


Pain 

The effect of the operation in relieving 
pain was generally satisfactory. Eleven pa- 
tients had complained of pain before oper- 
ation, and of these nine were either com- 
pletely relieved or at least much improved. 
The remaining two had as much or even 
more pain after operation. Furthermore, 
two patients complained of pain coming on 
for the first time after the operation, but 
in each case the pain was described as 


“slight” only. 
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Fig. 3—Pre- and postoperative X-rays 
of Case 7 to show marked improve- 
ment of hallux valgus angle with little 
change in the intermetatarsal angle. 


Deformity 

In general the operation has been suc 
cessful in reducing the degree of valgus dis- 
placement of the great toe. “Twenty-fou 
fect were improved, fifteen to a normal 
position. Six were substantially unchanged 
and in two feet the position was worse 
at review, one with an increased degree of 
valgus and one with a varus deformity of 
the great toe from overcorrection. It must 
he remembered, however, that at operation 
all the toes were corrected to a normal 
position (ic. 10° or less of valgus) and 
therefore 16 relapsed at some time afte 
operation, the relapse usually commencing 
soon after removal of the splints and in 
creasing slowly with time. The one toe 
which went into varus was overcorrected 
at operation and changed little thereafter. 

In 25 feet on which a pre- and postopera 
tive clinical assessment of the hallux valgus 
angle was made it was found that the aver 
age improvement was from approximately 
32° to 15°. In the Il feet for which pre 
and postoperative radiographs were avail 
able, the average improvement was from 
37° to 27- (Fig. 3). As in general only 
the more markedly deformed feet had _pre- 
operative radiographs taken, the apparent 
discrepancy is understandable. Furthermore, 
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the bulge of the exostosis increases the ap 
parent degree of hallux valgus and hene 
its removal magnifies the improvement 
measured clinically as compared to the 


radiographical change (Table V) 


Splayfoot 

In order to assess the effect of the opera 
tion on the splayfoot deformity, the inte 
metatarsal angle (Hardy and Clapham *) 
was measured in those cases in which pre 
and postoperative radiographs were avail 
able. In all cases but one the angle was 
reduced, the average being from 10.9° to 
8.2°, an improvement of about 25 percent 
(Figs. 3 and 4). The angles are, however, so 
small that possible errors in measurement 
must be taken into account to reduce thei 


value as a guide to the success of the opera 











Fig. 4—Pre- and postoperative X-rays 
of Case 4 to show marked improve 
ment in the intermetatarsal angle but 
little change in the hallux valgus 
angle. 


tion. further attempt therelore at clinical 
assessment was made by examining the 
shape of the anterior metatarsal arch post 
operatively. In five feet only was it noted 


to be flattened but in no case had callosi 


263 - 








Clinical Degree 


Case Radiological 
No. of Valgus degree of valgus 
Pre-op Post-op Pre-op Post-op 
q 20 0 28 ~ 14 
2 30 5 _ 14 
40 20 _ 31 
3 30 10 31 10 
30 30 31 33 
4 15 5 43 37 
15 30 50 45 
5 Marked 20 = 33 
0 — 12 
6 30 5 28 34 
7] 45 4 G25 28 
45 5 — 9 
8 Gross 45 53 10 
Mod- 
erate 15 35 25 
9 Well 0° ae ao" 
Marked varus 
je ak Re a _ Fo 
10 15 5 —_ 31 
15 10 _ 37 
1] 20 20 = 43 
12 10 10 = 30 
13 30 20 — 28 
30 30 - 31 
14 45 10 40 17 
15 30 0 = 8 
30 0 ~ 7 
16 Severe 15 — 34 
17 45 20 32 i8 
18 30 20 32 20 
19 45 45 - + 
60 60 
20 45 5 — 30 
45 20 - 33 


ties developed. The other 27 forefeet were 
narrow with well-formed transverse arches. 
Shoe Fitting 

Sixteen of the patients had found difh- 
culty in obtaining comfortable shoes before 
operation because of the deformity, but 
only five still had trouble afterwards. 


Recovery Time 
The patients 
weight-bearing on the operated foot 3 weeks 


were normally allowed 
after the operation. Postoperative swelling 
and discomfort usually subsided quickly, 
although in 4 patients there was persistent 
swelling of the forefoot at review, in 2 of 
these over 3 years after operation. In one 
case there was serious delay in wound heal- 
which dis- 


ing because of an_ infection 
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TABLE V 


Intermetatarsal 


angle 
Comments 
Pre-op Post-op 
10 4 : a 
— 10 ” ‘ 
= fi 4 
1] 6 | 
11 10 
a s 
18 12 Fig. 4 
_ 10 
_ 8 
8 10 Demonstrating well inaccu- 
racy of clinical assessment 
of degree of valgus. 
— 9 
_ 4 
10 8 
| Fig. 2 
4 5 | 
- 15 : 
Fig. 5 

— 2 | 
—. 12 Again shows how inaccurate 
- 12 clinical measurement may be 
_ 7 
-— 10 
- 11 
— 19 
7 4 | 
~ 5 Prolonged sepsis 
_ 6 
= 10 
12 12 Fig. 3 
11 8 Fig. 6 
- - immediate total relapse 

10 

7 


charged for 6 months before settling com- 


pletely. The end result in this case was 
classified both by the patient and the ob- 


server as fair. 


Complications 

There were no systemic complications of 
the operation. Infection complicated the 
immediate postoperative period in 6 pa- 
tients of the 20, but in only one was the 
infection of any magnitude or important 
in the final result. Toe clawing, commenc- 
ing in the postoperative period, was noted 
in two patients. In one, this was associated 
with marked overcorrection of the deform- 
ity, the great toe finally being in 5° varus 
(Fig. 5) with a flexion deformity at the 


interphalangeal joint and an overlying cal- 
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losity. In the other case the toe clawing 
was associated with stiffness of the great 
toe and abnormal shoe wear on the oute? 
border of the heels. This girl had been 
noted to have “valgus feet” before the op- 
eration, but the abnormal shoe wear devel- 
the 
metatarsophalangeal joint was limited to 


10° dorsiflexion to 45 


oped only afterwards. Movement in 


dorsiflexion. It is 





Fig. 5—A bad result with 


varus deformity of great 

toe, toe clawing and cal- 

losities. (Case 9). 
probable that the loss of plantar flexion at 
the metatarsophalangeal joint had aggra- 
vated the pronation of the feet and thus 
the abnormal the 


increased pressure on 


shoes. 


Discussion 

On a subjective assessment the results 
of the Joplin sling operation in adolescent 
hallux valgus appears to be satisfactory in 
approximately four-fifths of cases. “Two of 
the patients who had only one foot op- 
erated on originally, have now developed 
deformity on the other side and have asked 
for the second foot to be done. This com- 
pares favorably with the results of othe 
“conservative” 


operations, for example, 


metatarsal Mc- 
Nab!). 


Objectively the results are not so satisfac- 


osteotomy (Bonney and 


tory. Although the bunion is removed and 
correction of the deformity and narrowing 





of the forefoot are obtained on most cases, 
much of the latter is doubtless due to r¢ 
moval of the bunion itself and not to any 
significant change in the relationship of 
the metatarsal shafts (Fig. 6), as the altera- 
the 
slight. ‘There is, however, a high proportion 
of feet in which there is a resultant stiffness 
of the great toe. Joplin® mentions this as a 
possible complication and suggests that it 


tion on intermetatarsal angle is so 


can be avoided by a careful operative tech- 
nique, but this has not proved so in this 
series. ‘The cause of this metatarsophalan- 
geal joint stiffness must be in the fibrosis and 
contraction which 


the Adductor 


follow the insertion of 
hallucis tendon into the me 
dial capsule and the tethering of the ab- 
ductor tendon, the tendon of Extensor hal 


lucis longus and that of Extensor digiti 
minimi on the dorsum of the first meta- 
tarsal neck. ‘The limitation of toe move 


ment has so far caused symptoms directly 
in only one foot, and possibly indirectly 
in one other is felt that it is 


likely to give rise to trouble in later life. 


case, but it 
Phe mobility of the foot as a whole has not 
been affected but clawing of the toes has 


appeared and caused symptoms in two pa- 





Fig. 6—These X-rays show how re- 
moval of the exostosis apparently nal 
rows the foot with litthe change in the 
intermetatarsal angle (Case 18). 


tients since the operation. This is possibly 
due to damage to the interosseous muscles 
while the new “transverse ligament” is 
passed blindly across the sole of the foot. 

It would appear therefore that to gain 


only a possible slight improvement in the 
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degree of metatarsus primus varus, this 
operation is too severe a procedure with too 
high an incidence of complication to be 
must therefore remain of 
doubtful value in the treatment of hallux 
valgus in the adolescent. 


acceptable. It 


Summary 

1. In 20 adolescent patients with hallux 
valgus, Joplin’s sling operation has been 
performed on 32 feet. 

2. Subjectively the result was good in 
20 feet, objectively in only 5, the difference 
being due to the presence of symptomless 
stiffness of the great toe in nearly all cases. 

3. Because of this, the operation is con- 
sidered to be of doubtful value in the treat- 
ment of adolescent hallux valgus. 
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Medical Responsibilities and the Podiatrist in Hospitals 


THE purpose of this paper is to emphasize 
to the podiatrist the necessity for medical 
responsibilities especially in the perform- 
ance of foot surgery. A survey in the field 
of podiatric surgery reveals a phase much 
neglected on the part of medicine. Within 
the past few years, many podiatrists have 
qualified for affiliate staff admittance to 
various hospitals. In cases he has 
been able to perform surgery in accredited 
hospitals under the direction of the De- 
partment of Surgery. The number of sur- 
gical procedures performed in hospitals has 
increased due, in part, to insurance lan- 
guage to wit: “surgery reimbursement will 
be payable if surgery is performed within 
a hospital.” 


many 


In most hospitals, elective or minor sur- 
gical procedures tend to be lost in the 
mass of the more dramatic major surgery. 
Therefore, it behooves the podiatric sur- 
geon to prepare and familiarize himself 
with hospital protocol. 
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Surveys also reveal an increase of foot 
surgery performed under general anesthesia 
administered by an anesthesiologist. The 
fully comprehend — the 
limitations and the dangers involved during 


podiatrist must 
and following its use. Certain information 
is imperative from patients undergoing 
general anesthesia. Questions regarding 
state of health with special stress on cardiac 
and cerebral symptoms should be noted. 
Further information should include ques- 
tions relating to recent upper respiratory 
infections, recent surgery or any complica 
tions along with a_ history 
anesthesia. 


of previous 


In surgery the use of anesthesia serves a 
twofold purpose: (1) It relieves pain. (2) It 
produces muscular relaxation. It accom- 


plishes these effects by producing loss of 


“House Staff, Los Angeles County General Hospi 
tal; Imperial Hospital. 

**Director of Anesthesiology, Washington and Im 
perial Hospitals, Los Angeles. 
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consciousness and increasing depression of 
the central nervous system. Local anesthe 
sias produce their effects by interfering with 
nerve conduction. 

Surgical procedures such as those per- 
formed by podiatrists require little, if any, 
muscular relaxation and may be performed 
easily with the requisite degree of relief 
from pain. 

In most cases of elective surgery, the phy- 
sician has a complete picture of the pa- 
tient’s general physical status for weeks or 
even months in advance. A complete physi- 
cal examination is necessary to’ determine 
his ability to withstand the effects of sur- 
gery and anesthesia. Frequently, labora- 
tory tests, electrocardiogram, chest X-ray 
and other tests have been performed and 
studied. When indicated, patients receive 
a course of medical therapy or weight re- 
duction preparatory to surgery. 

Many podiatry patients, however, have 
not had the benefit of thorough physical 
evaluation, nor have they been cleared for 
surgery until the time of admission to the 
hospital on the evening or morning prio 
to surgery. Considerable time and effort 
have been expended ‘to make the necessary 
arrangements with the employer, the patient, 
the family, the surgeon, the surgical assist- 
ant, the anesthetist, laboratory and nursing 
staff, operating room personnel, and the 
hospital administration. By this time it is 
a little late in the day to discover that the 
patient is not properly prepared physically 
or emotionally for surgery. 

A few of the problems that have arisen 
in certain cases are illustrated as follows: 

Patient A: Female, age 14, unmarried. 
Examination on the eve of surgery reveals 
pregnancy in the first trimester. Case can 
celled. 

Patient B: Middle-aged female. Develops 
gross cardiac arrhythmia on operating table 
prior to administration of anesthetic. Case 
cancelled. 

Patient C: Young female had _ severe 
respiratory infection several days prior to 
surgery of which the doctor was aware. 
No follow-up physical was made. Patient 
admitted, still symptomatic, with signs of 
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respiratory infection. Since there was some 
question of pneumonia, patient was dis 
charged to her personal physician. Case 
cancelled. 

Patient D: Female, five feet two, eyes of 
blue, packs 242 pounds on a small frame. 
History of orthopnea, dyspnea on exertion 
and fleeting chest pains. Question of early 
heart failure and/or coronary insufficiency. 
Case indicates patient is much too obese fon 
correction of contracted toes. Surgery delay 
in A.M. until cardiologist can perform 
physical and EKG evaluation. 

Patient E: Young married female with 
severe anxiety neurosis. Sees doctor in office 
at 6:30 P.M. and told that superficial lesion 
on foot (papilloma) should be removed “as 
soon as possible.” Admitted to hospital at 
8:00 P.M., same day, in severe state of 
panic, with cold, clammy skin and nausea, 
tachycardia, and hypotension. Patient 
vomited premedication that evening, and 
after a terrifying night, vomited morning 
premedication. Then she fainted. Diag 
nosis: neurogenic shock, superimposed 
upon acute anxiety state; superimposed on 
chronic anxiety neurosis. Case cancelled. 

Of course, podiatrists do not have a 
monopoly on cases that have to be can 
celled at the last minute. Any patient can 
develop fever, chills, cough, diarrhea, ete. 
after they have been evaluated and cleared 
for surgery. Frequently, a phone call the 
day before admission will bring to light 
an incipient problem. Last-minute can 
cellation happens to the best of surgeons. 

The fact that almost any patient can 
withstand surgery and anesthesia of any 
kind is a tribute to ‘the durability of the 
human organism and to modern anesthetic 
techniques. There are very few conditions 
where surgery is absolutely contraindicated; 
but there are numerous situations in which 
the prudent physician will defer surgery 
until the patient is adequately evaluated 
and in the optimum condition. 

Recent acute disorders such as colds, flu, 
gastroenteritis, alcoholic binges, hepatitis, 
urinary infections, etc. may not carry a 
great mortality, but will have a high in 
cidence of postoperative morbidity. Usually 
these patients are not completely clear for 
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weeks or months after the symptoms have 


subsided. 


Chronic respiratory disorders such as 
bronchitis, bronchiectasis, pulmonary em- 
physema, and asthma may require several 
weeks of preparation with deep breathing 
and coughing exercises, postural drainage, 
aerosol inhalations, expectorant medica- 
tion, bronchodilators, and broad spectrum 
antibiotics. 

Patients 


larly those 


with extreme obesity—particu- 


with functional disability—die 


with great ease, during and immediately 
after surgery. Also, postoperative morbidity 
rates are high. Only the most extenuating 
circumstances should prompt surgeons and 
anesthesiologists to tackle a mountain of 
fat. 

Thorough preparation and coordination 
with the parties involved must be made 
with patients who have severe respiratory, 
circulatory, neurologic, metabolic, or other 
systemic disorders. In such cases the mor- 
tality and morbidity risks must be plotted 
against the severity of the disability and 
the amount of functional and symptomati 
benefits to be derived from surgery. 

It is recommended that the Guedel Classi 
fication of Physical Status be used as a refer 
ence point for all podiatry patients. 

Class I: 
disease or with localized disease which causes 


An individual with no organic 


no systemic disturbance. 
Includes 
fection 


foot deformities, localized in- 


without systemic manifestations, 
etc, 

Class II: An 
systemic disturbance. 
mild 


moderate anemia 


individual with moderate 
diabetes (controlled), 
(10-12 Gm Hb), moder- 
ate chronic respiratory disorders, Cardiac 
Functional Capacity I or Ila, infection with 


Includes 


fever and/or angiitis, moderate hyperten- 
sion (140-180 systoltc or over 100 diastolic) . 
Class III: An individual with severe sys- 
temic disturbance. 
Includes advanced renal or hepatic 
disease; history of strokes or coronary in- 


sufficiency; severe bronchiectasis, emphy- 


sema, or asthma; severe anemia (below 
10 Gm Hg). 
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Class IV: 
systemic disorders which are an imminent 
threat to life. 


An individual suffering from 


Glass V: All patients operated upon fo 
emergency conditions who would otherwise 
be in Classes 1 or 2. 

Class VI: All patients operated upon for 
emergency conditions who would otherwise 
be in Classes 3 or 4. 

Class VII: All patients who are mori- 
bund. 

In many instances the anesthesiologist 
performs the preoperative evaluation of 
podiatry patients as an accommodation to 
the surgeon and patient. That this is un- 
satisfactory can be illustrated by any num- 
ber of cases. 

In view of the moral, professional, and 
legal responsibilities of the anesthesiologist, 
it is recommended that the following pro 
cedures be adhered to for all podiatry sua 
gical cases: 

1. A history and physical exam will be 
performed by an M.D. prior to scheduling 
of all cases for surgery. 
that the 
stall, but this is not mandatory.) 


(It is preferable 


examiner be a member of the 


2. Patients in Class IV, VI, or VI 
should not be accepted for surgery. 
3. Patients in Class II, II, and V will 


be admitted under the joint names of the 
podiatrist and an M.D. who is a member 
of the hospital staff or is acceptable to the 
‘a't (Pemporary Courtesy Privilege’. 

4. An M.D. staff member with surgical 
privileges will assist in surgery for all pa 
tients in Class III and V. 

5. Class I patients are exempt from the 
provisions of paragraphs 3 and 4 (above). 
not be 
reminded that their acceptance and inte 


Podiatry “physicians” need 
gration with other physicians will be in 
direct proportion to the degree with which 
they adopt standards of excellence com- 
those of 
other physicians. Patients and other physi- 


mensurate with or superior to 
cians can only respect you more for prudent 
preparation and intelligent use of existing 
consultative services and diagnostic facili- 
ties. 

4489 Crenshaw Blud. 
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Foot Imbalance Following Foot Surgery* 


THIs paper is an attempt to record some 
of the reasons why surgery on the foot is 
followed by foot imbalance and often in 
tractable pain. This is not to imply criti- 
cism either against foot surgery in general 
or upon the surgeon in particular, but to 
ascertain why, despite meticulous and 
skilled surgery, foot disability with pain 
still developed. 

The podiatrist sees many feet that have 
been operated upon. I shall divide these 
cases into three general categories, those 
that have had surgery of the rearfoot, those 
of the midtarsal or midfoot region and 
those of the forefoot. No attempt is made 


to cover all types of foot surgery. 


Rearfoot Surgery Resulting in Imbalance 

The rearfoot provides stability to the 
ankle joint, initially receives and absorbs 
the entire body weight and counter-shock 
of transmitting the body weight to the 
ground. Thus in examining any foot for 
rearfoot disability, the gliding mechanism 
of the Achilles tendon, the degree and ex- 
tent of motion in the ankle joint and the 
nature and quality of the fat pad that serves 
to protect the heel bone in weight trans 
mission and shock reception, serve as essen 
tial criteria in determining reasons for fail 
ure, as well as indicating treatment. 

The cases selected have been chosen be 
cause I feel they represent the commonest 
of the major failures, often encountered in 
our daily practice. By and large, surgery 
has been done to stabilize an ankle joint 
as a result of deformity or infection, as the 
result of trauma and occasionally as a con 
sequence of serious circulatory impairment 
or gangrene. 


Case |—Gliding Mechanism of the 
Achilles Tendon'* 


In this particular type of injury, the 
patient has sustained trauma that has neces- 
sitated 


repair at the insertion of the 


Frank Weinstein, D.S.C., F.A.S.C.R. 
Edmonton, Alta., Canada 


Achilles tendon. This is often associated 
with a compound fracture of the os calcis, 
e.g., a workman who falls off a ladder from 
a height, landing on concrete, striking his 
heel, producing an impaction injury. The 
surgeon, in order to preserve the gliding 
mechanism of the heel cord has been 
obliged to trim and scrape the posterior 
border of the calcaneum and in so doing 
remove some of the plantar fat pad. Thus 


despite a cosmetically fine looking foot 
good sliding action of the Achilles tendon, 
there is intractable pain due to loss of the 
plantar fat pad in the affected heel. If the 
height of the heels is compared from a 
point on the tip of the navicular tuberosity 
to the floor, this difference becomes readily 
apparent. Treatment then will resolve 
itself around providing the patient with 
some sort of removable heel lift which will 
restore balance and serves as a shock ab 
sorber. My experience has been that this 
heel lift should also be inclined to one 
side, tissue usually having been removed 
from the plantar surface of only one side 


of the heel and not both. 


Case 2—Amputation at or Below the 
Ankle Joint 


Amputation has been performed becaus« 
ol threatening gangrene, thrombus or in 
larction, ascending infection or malignancy 
If the surgeon has arthrodesed the remnants 
of the ankle joint, there is nothing that the 
podiatrist can add to the service rendered 


by the bracemaker. However, if there is 


some motion, no matter how little, in the 


ankle joint, then this is a matter of prime 


concern for a podiatrist. If there is no 


motion obtainable, then a simple shortage 


hoot will suffice. However, any degree of 


motion will result in chafing of the skin 


*Submitted in the William J. Stickel Annual 
Awards for Research in Podiatry-Chiropody for 
1960. Presented at the Annual Meeting of the 
\.P.A., held at the Drake Hotel, Chicago, II 
August 1960. 
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Fig. 1 


at the tip, with ulceration, pain, oozing, 
etc. These cases are rare but three cases 
have been reported in our literature,*\+ one 
by myself.° In order to preserve and en- 
courage Maximum motion, stimulate cir- 
culation and promote healing, a moccasin 
type of prosthetic is fitted into a modified 
oxford fitted with a collarette and a heel 
raise. This compensates for the shortage, 
permits ankle motion, provides adequate 
stability, and weighs no more than the con- 
It has an advan- 
tage in that by wearing ankle socks, the 


ventional shortage boot. 


collarette is hidden and both feet appear 
identical. ‘The standard amputation boot 
is very obvious and frequently adds a psy- 
chological insult. 


Case 3—Triple Arthrodesis 


Phis type of surgery is usually performed 
to stabilize the subtalus joint to overcome 
either a congenital or acquired deformity. 
It may or may not involve the placing ol 
metal staples or clips to minimize motion 
between the bones involved. Precisely why 
some of these patients develop disability 
and pain after undergoing such major sur- 
gery is a puzzle to this writer. Each case 
that I have seen has usually exhibited a 
minimum of scar tissue, excellent cosmetic 
result, a solid rearfoot; yet, despite this, the 
patient seems to be having trouble. 

In the case presented herein, a young 
man had this type of surgery performed for 
poliomyelitis contracted 6 years previously, 
with insertion of metal staples. (Fig. 1.) 
Despite apparently excellent surgery this 
patient reported with chronic pain in the 


270 


plantar fascia of the aflected foot. Inser 
tion of a simple felt medial flange into his 
footwear relieved the condition. It seems 
that this type of postoperative patient can 
tolerate only a minimum of padding, other- 
wise there is too much stress on the recently 
fused bones. On the other hand, the pain 
is due to the interference with weight trans. 
mission and shock absorption of the heel 
from limitation of ankle motion. Hence 
the padding must be a compromise be 
tween reducing the function of the heel 
with that of stabilizing the ankle joint. 


Midfoot or Midtarsal Surgery 
Resulting in Imbalance 


The bones of the midfoot region articu- 
late with one another at inclined angles 
or planes to form a bony wedge® which 
shock of 
pressure from the ground being passed from 


serve to cushion the counter 


rearfoot to forefoot. Because these bones 
have inclined planes they also pass some 
of this shock and weight laterally to the 
ground via the tuberosity of the fifth meta- 
tarsal and cuboid. Generally speaking the 
commonest surgery involving this region is 
for correction of a talipes deformity of one 
type or another. 


Case 4—Surgery Disturbing Bony Wedge 
Set at an Inclined Plane 

In this case, a young child has unde 
gone still walks 
markedly adducted. As a result of previous 


two operations and 
surgery to the Achilles tendon as well as 
osteotomy to the cuboid, a combination of 
shoe and appliance therapy is indicated. 
By adding a lateral flange to the heel of the 
shoe of the affected foot, together with a 
reverse Whitman appliance, gait was readily 
controlled and 
eliminated. 


irritation over the cuboid 


The lateral flanging of the shoe-heel pro- 
vides a new center for weight reception and 
transmission, which, when coupled with a 
reverse Whitman serves to restore the mid 
tarsal bones in their proper relationship. 
The midfoot thus once again serving as a 
shock absorber and reducer despite the fact 
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that their inclined planes have been altered 
by surgery. It seems that whenever this re- 
lationship is disturbed, disability and pain 
develop. 


Forefoot Surgery Resulting in Imbalance 

The function of the human forefoot is 
primarily twofold, transmission of — the 
body weight to the ground and propelling 
the body forward in locomotion. This action 
is facilitated by the grasping mechanism ol 
the toes,* which in so doing minimizes the 
individual trauma sustained by each meta- 
tarsal segment (metatarsal and ‘its associ- 
ated phalanges) otherwise plantar keratoses 
develop under the involved metatarsal 
heads from overloading, and excessive con- 
tracture of the phalanges are associated 
with dorsal helomata. It is essential there- 
fore that the reciprocal toe-grasping and 
mcetatarsal-splaying be in balance, other 
wise disability and pain will develop. As 
the distinguished anatomist, F. W. Jones 
has written, “the key—to remember is that 
the digital flexors and extensors act syn- 
chronously and not alternatively, and that 
in doing this they act from their insertions 
in the toes and not from their origins in the 
leg.’ 

Simultaneously as the muscles and liga- 
ments of the toes balance those of the meta- 
tarsals, in a longitudinal direction, there is 
also a horizontal or lateral function in 
which the body weight and counter shock 
from the ground is received at the fifth 
metatarsal segment and transferred to the 
first for final propulsion in walking, etc. 
The key structure in this function is the 
integrity of an intact Transversus pedis 
muscle which joins the fifth metatarsal to 
the first and thereby inhibits splaying of 
the metatarsals.® 


Case 5—Surgery on the Fifth 
Metatarsal Segment 


This surgery is usually performed fon 
relief of a chronically painful heloma on 
the dorsum of the fifth toe together with 
a recurring keratosis under the head of the 
fifth metatarsal. Theoretically this opera- 
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tion seems to offer an ideal solution to this 
problem. It is only when the heloma recurs 
on the fourth toe and the keratosis persists 
under the fifth metatarsal head, that it is 
realized that the basic function of the fore- 
foot has been disturbed. I have seen pa- 
tients who have also had their fourth toc 
amputated and others with even their third 
toe as well, in seeking relief from pain. 
Surgery, in this instance, did not relieve the 
problem. It merely worsened it. It is sun 
prising how many of these cases respond to 
simple crest therapy. This treatment re- 
stores some of the lost reciprocal toe-grasp- 
ing versus metatarsal-splaying action and is 
sufficient to provide comfort and even dis 
appearance in many cases of the dorsal 
heloma. 


Case 6—Surgery on the First 
Metatarsal Segment 

In contradistinction to surgery on the 
fifth segment, where amputation of one 
portion or the other appears to be pre- 
requisite to functional imbalance, mere 
osteotomy is sufficient to produce the same 
disability in the first. The reason or cause, 
I believe, for this disability is due to in 
cision and disruption of the attachment ol 
the Transversus pedis muscle. Time will 
tell whether the “sling procedure” devised 
by Joplin'® (in which he transplants an 
extensor tendon connecting the fifth meta- 
tarsal to the first) , will serve as a secondary 
Transversus pedis muscle. The most per- 
plexing aspect to this problem is the sur 
prising number of patients seen who have 
undergone two or more operations. It is my 
opinion that, with rare exception, if the 
first operation has proven a failure, we 
should strongly urge these patients to avoid 
further surgery. The imbalance which re 
sults usually thrusts undue weight, fon 
body propulsion purposes, onto the head 
of the second which can be readily eased 
by fitting the patient with an accommoda 
tive appliance for the second and mild 
dispersive padding for the remainder of 
the forefoot region. This seems to be quite 
successful except where more than one 
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Fig. 2 Fig. 3 


operation has been performed. In the latter 
instance, | that 


adhesions and surgical resection of the first 


have found because ol 
metatarsal head, it is no longer capable of 
bearing weight. This then poses us with 
a very painful foot that is definitely dis- 
abled. 
to simply cushion the forefoot and mini- 
mize all medial weightbearing offers a 
degree of functional restoration and reliel 
of pain. Figure 2 illustrates a good example 
of the head of the first 


Sometimes a rubber-butter mould 


metatarsal prac- 
tically resected as a result of three separate 


operations to correct a severe hallux valgus. 


Case No. 7 
In some instances there is insufficient re 
moval of bone, with the result seen in 


Fig. 5. Fortunately this patient had an 
obvious midtarsal fault which, when com- 
bined with a Morton’s extension appliance, 
immediately 


provided — the with 


dramatic relief from pain. 


patient 


Case No. 8 

Occasionally a patient will report, as in 
this case, following surgery for apparently 
a severe hallux valgus with contracture 
of the second toe as well, both conditions 
While this 
type of surgery was commonly seen, it Is 
not too commonly seen today. I have yet 


operated upon at one time. 


to see a successful result of this surgical 
technique. Not only is the medial side of 
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the forefoot thrown into imbalance, but a 
a consequence additional stress is placed on 
the central metatarsals, in particular the 
fourth metatarsal head. This patient was 
made comfortable by being fitted with an 
accommodative inlay for the fourth meta- 
tarsal head bilaterally. 


Case 9—Surgery on the Central 
Metatarsal Segments 

Figure 4 illustrates an unusual Case of 
amputation of the entire second metatarsal 
segment, following complications of a hal- 
lux valgus.'! This patient has undergone a 
total of six separate operations on her fore- 
foot. The lady suffers constant pain due to 
functional impairment, as a result of bony 
first 
able adhesions and digital contractures; 


ankylosis of the segment, innumer- 





Fig. 4 


Fig. 5 


throughout the remainder of the metatarso- 
phalangeal joints there is marked limita- 
tion of motion with subsequent reduction 
of the plantar fat pad. Even an accommo- 
dative appliance with extensive soft pad- 
ding fails to relieve the pain to any great 
extent. Her only relief seems to be pro- 
vided by periodic reduction of the planta 
lesions followed by gentle massage. 


Case No. 10 

Figure 5 illustrates the classic amputation 
of the third metatarsal segment with oste- 
otomy of phalanges of the second and fourth 
toes due to shrapnel wounds. As a result 
of some excellent surgery, this patient ex- 
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Fig. 6 


periences a minimum of disability, and his 
only discomfort is due to a slight tyloma 
under the second and fourth metatarsal 
heads. Simple reduction of the tyloma suf- 
fices. Note the hallux valgus present to- 
gether with contracture of the fifth pha- 
lanx; yet neither of these segments present 
any pain or functional disability. 


Case No. II 

Figure 6 is of a case of amputation of the 
second metatarsal segment following radia- 
tion ulceration (for a plantar wart). The 
other foot was amputated above the ankle 
for gangrene following radiation for the 
same type of lesion. This patient still suf- 
fered from two draining sinuses; one in her 
heel and one over the site of the removed 
second metatarsal head. A rubber-butter 
mould with accommodations for the sinuses 
gave this patient her first relief from pain 
in 27 years. 


Case No. 12 

This case is a combination of surgery on 
the central phalanges combined with re- 
section of the fifth metatarsal head. This 
represents the end result of a series of four 
separate operations on this patient's feet. 
I have seen a number of similar such cases. 
They all report in with chronic pain, ex- 
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treme disability and literally beg for any- 
thing that will offer some kind of relief. 
The major problem is that resection of the 
fifth metatarsal head has unbalanced the 
lateral stability of the forefoot. Thus, com- 
pounded with the adhesions from the 
lesser toe surgery permits only to achieve a 
moderate degree of comfort with a_ well- 
padded metatarsal brace. 


Summary 

\ selection of 12 cases has been presented, 
illustrating what the author believes con- 
tributes to functional disability following 
surgery on the various parts of the human 
foot. Some reasons why disability develops 
has been offered, together with the treat- 
ment employed to restore some degree of 
functional balance and use. The foot has 
been divided into three major parts, viz., 
rearfoot, midtarsal and forefoot for dis- 
cussion purposes. By studying these fail- 
ures, podiatrists may be in a better position 
to help these patients obtain some degree of 
relief from postoperative pain and dis- 
ability. 


Conclusions 

1. Amputation at or below the ankle 
joint with some residual motion in the 
ankle joint is best treated with a moccasin 
prosthetic, rather than an amputation boot. 

2. Midtarsal surgery should be followed 
by an appliance to restore some function to 
these inclined planes of bony wedges to 
serve as a foot shock absorber and reducer. 

3. Amputation or resection of either the 
head phalanges of the fifth metatarsal seg- 
ment leads to extreme disability and pain 
due to disruption in the anchorage of the 
Transversus pedis muscle. Crest-therapy 
will restore some of the lost reciprocal toe- 
grasping vs. metatarsal-splaying action of 
this part of the foot. 

1. Osteotomy of the first or central meta- 
tarsals and their associated phalanges 
should be fitted with an accommodative 
appliance. It is suggested that postopera- 
tive disability develops with pain as a result 
of incision of the Transversus pedis muscle 
thereby permitting maximum splaying of 
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the metatarsals with medial and central 


overloading of these segments 


240 Tegler Bldg. 
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A New Instrument for Digital Surgery 


Hr various technics for surgical manage- 
ment of hammer toe include capsulotomy, 
tenotomy, wiring of phalanges, excision of 
portions of phalanges and metatarsals, and 
remodeling of the interphalangeal articula- 
tion. 

Shands! says, “The object of all operative 
treatment is to improve function. Opera- 
tion should never be performed at the risk 
of decreasing function, lessening needed 
stability, or leading to pain. Lesions of the 
bones and joints and allied structures often 
require a longer time for healing than do 
those of other tissues of the body.” 

A technic which meets these criteria, sug- 
gested by Hauser?, and described by Mow- 
bray? and DuVries*, involves resection of 
of the head of the 
through a dorsal incision. This approach 


proximal — phalanx 
usually requires incision of the extensor 
tendon in order to obtain an adequate field 
for capsulotomy and/or bone resection. 

An instrument has been devised which 
will simultaneously retract the extensor 
tendon and dorsal soft tissue and elevate 
the head of the bone and the joint involved. 
This considerably reduces the size of the 
surgical field and the surgical trauma in- 
volved in an area comparatively poor in 
blood supply and drainage. 

The working end of the instrument, .032 
thick and 3/16 wide, is shaped in the form 


of a double curve as the letter “S”, The top 
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Fig. 1—5 sizes of the instrument 


curve is markedly flattened, being just deep 
enough to contain tendon and = dorsal 
tissues. The lower curve has been designed 
in varying sizes, to accommodate to varying 
sizes Of bone. Five basic sizes have been 
developed with openings of .338, 405, 475, 
45, and .615 ins. (Fig. 1). he instrument 
is made of stainless steel. 

The instrument is held with the large 
opening upward (Fig. 2) and introduced 
through a dorsolateral incision under the 
extensor tendons and over the shaft of the 
bone at the junction of the distal and mid 
dle thirds of the proximal phalanx in a 
hammer toe operation. The instrument is 
then rotated against the bone so that it 


encloses only the bone while retracting the 
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Fig. 2—Instrument in position for in- 
sertion into incision, after which it 
will be rotated. 


dorsal tendon and other tissues. The in- 
strument is then moved distally to expose 
the joint capsule and retract the dorsal 
aponcurosis as much as possible. It is now 
possible to incise the joint capsule and 
expose the head of the phalanx. The head 
of the bone may then be excised or re- 
shaped as desired. 

The use of this instrument in indicated 
procedures produces less trauma, less dis- 


placement of tissue, and facilitates accessi 


bility to deeper structures. This results in 
less postoperative pain, shortens healing 
time, and reduction of postoperative edema. 
The instrument can be used in pro 
cedures other than for hammer toes and 
can be modified for additional uses. In 
private communications Cape (Royal Oak, 
Michigan) has suggested its use in arthro 
plasty of a metatarsal head; Walkes (New 
York, N. Y.) has suggested a hooklike modi 
fication of the edge of the instrument to 
facilitate introduction of a Gigli saw. 


950 Hempstead Turnptke 
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Clinically Speaking 


A place for the more informal presentation of reminders, sug- 


gestions, notes, observations and technics of value in office prac- 


tice. Your contributions of short manuscripts or illustrative case 


histories will determine this section’s usefulness. 


Accessory Calcaneus 
—A Case Report 
A. G. Heller, D.S.C. 
Elizabeth, N. J. 
AccEssory bones occur in the feet with con- 
siderable regularity and anomalies of this 
type are frequently reported. Shands! in 
roentgenographic studies of 850 children 
found that 7 percent had accessory bones 
of the feet exclusive of those found in the 
metatarsophalangeal area. In another study 
of 214 children past the age of 8 years 
26 percent showed accessory bones. Although 
the literature is abundant with reports, 
cases, and studies on the subject of accessory 
foot bones, one finds litthe mention of the 
accessory calcaneus. Indeed, we were success 
ful in locating only four such references. 
Milliken? reported a case of accessory cal 
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caneus in 1935. ‘The patient was a 61-yeat 
old farmer who complained of pain and 
distress in the heel. Pain had developed 
spontaneously as though a nail were coming 
Milliken found a mass 
on the plantar of the left heel that was 


visible and palpable, movable and tender 


through the shoe. 


on pressure. He excised this bone and 
found no articulation with the calcaneus; 
it measured 0.9 cm. in its greatest dimen- 
sion. Patient recovery was uneventful 
Milliken, concerned whether this was a 
true accessory bone, and not the result 
of an ossifying inflammatory process, con 
cluded that it was a true accessory bone 
He next considered why this bone had 
given no trouble till age 61, and furthe 
concluded that in youth the capacity of 


the body to adapt is greater, and that some 
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slight trauma probably triggered — the 
symptoms. 

Shands, in his study of 850 children, 
reports one case of accessory calcaneus in 
a boy 15 years of age. He excised this bone 
because it was the source of discomfort. 
The boy’s heel became painless following 
its removal. After gross and microscopic 
study, Shands was uncertain as to whether 
it was a separate bone or a small fracture 
fragment. 

Krida® describes a case report of second- 
ary os calcis; he excised the bone due to 
painful symptoms. Krida described the 
bone as being less than 14 inch in its great- 


est dimension and as articulating with the‘ 


head of the talus and cuboid. 

Dwight* and others have described a 
bone located at the anterior aspect of the 
calcaneus as being a nonarticular, rough, 
ill-defined projection into the space between 
the navicular cuboid, and head of the talus. 
Pfitzner®, acocrding to Krida, describes a 
similar bone as being found in 2. percent 
of 840 feet dissected. Another variation has 
been noted as being located in front of 
the sustentaculum tali. 

We have searched the literature as fan 
back as 50 years and the foregoing resume 
is all that we could find. Some reports leave 
a doubt as to whether or not these were 
true accessory bones. The case of Milliken 
is interesting, there is no doubt that the 
bone he describes is an accessory calcaneus, 
and it will be noted that the details of his 
case are homologous to those of the follow- 
ing presentation. 

On January 5, 1960, a female, age 70, 
was referred to us by her physician with a 
complaint of painful right heel of about 
2 years’ duration. The pain occurred only 
on weightbearing and required the use 
of a piece of sponge rubber to be inserted 
in the heel of the shoe. The patient could 
recall no trauma and was unaware of any 
problem with the heel until 2 years pre- 


vious, at which time the discomfort first 


became apparent. She related, ‘‘I was return- 


ing from the beach, walking in my bare feet, 


when suddenly it felt as if there was a stone 
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Fig. 1. Accessory calcaneus. Note pro- 
trusion on plantar surface of right 
heel, 


in my heel, and it has hurt ever since that 
time.” 

Examination of the area revealed a nodu- 
lar mass in the central plantar aspect of 
the right heel, about the size of a half 
dollar in circumference and projecting plan- 
tarly enough so that when she stood on it 
one had the impression of a “built-in” high 
heel (Fig. 1 right). “This mass was movable, 
both in the anteroposterior and the medial 
to lateral directions, and was painful on 


direct’ pressure. ‘The left heel appeared 


normal by comparison (Fig. 1 left). 





9 


Fig. 


caneus, 


Radiograph of accessory cal- 


Roentgenographic examination (Fig. 2) 
disclosed a supernumerary bone, cube- 
shaped, but having a similar configuration 
to the true calcaneus, and being situated 
directly below it. 

It seems inconceivable that this bone 
could be newly formed. And almost less 
likely that she could have lived with it for 
60 vears and not have been aware of the 
difference in her two feet. This bone was 
so large, that, in truth, it did act like a 
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Fig. 3. Four-week postoperative ap- 

pearance. 

“built-in” high heel, giving the patient a 
pelvic tilt on the right side. After con- 
siderable interrogation the patient finally 
admitted that she always required altera- 
tion of her dress lengths due to one side of 
the hem being higher. This remained the 
only clue, insofar as history of the com 
plaint is concerned, that substantiated the 
long existence of the bone. 

Following further investigation into the 
role this accessory calcaneus played in the 
function of the foot we concluded that: 
there were no attachments to the plantar 
fascia or the tendo achilles, and that there 
Was No appreciable shortening of the tendo 
achilles as might be presumed. 

Inasmuch as her general health (as 
reported by the referring physician) —pro- 
vided no determent, we elected to excise 
the bone. 

Phe patient was admitted to the hespital 
and the surgery performed under ankle 
block anesthesia, and through an incision 
on the lateral aspect of the heel this bone 
was extirpated. There were no tendenous 
or ligamentous attachments except for a 
capsule-like tissue connecting it to the cal- 
caneus. However, there was no joint cavity. 
The bone measured 3.2 by 4. cm. Follow 
ing closure the foot assumed a more nor- 
mal shape indicating a good functional 
prognosis. 

The postoperative recovery was unevent- 
ful. Weightbearing was proscribed for 4 
weeks. The patient was then allowed to 
stand on the right foot and did so with no 
difhculty§ (Fig. 3). A) quarter-inch felt 
raise was inserted in the heel of the right 
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shoe but was not needed and was removed 
a few weeks later. At the 6-week postoper 
ative visit the patient was observed to walk 
normally being totally asymptomatic and 
this again noted at the 6-months visit. 


Summary 

Accessory calcaneus is indeed rare. A 
unique case of this entity is reported. 
\n accessory calcaneus may vary in. size 
from that of a small ossicle to one as large 
as the cuboid bone. It appears that this 
accessory may be present for many years 
without manifestations and that there is 
no direct relationship between the size of 
the bone and the fact that it may or may 
not be symptomatic. 


614 Newark Avenue 
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Foot and Ankle Pain 
In a Carcinomatous Patient 
A Case Report 

Mark L. Fine, D.S.C. 

Rosemead, Calif. 

A wuite female age 58, presented herself 
with the following complaint: a stabbing 
pain in both feet and ankles. She was 
unable to walk or sleep from this pain 
She gave a history of a malignant tumor 
of the lower intestine, upon which a cholos 
tomy had been performed. She reported 
also, a recent kidney infection. Previous 
treatment consisted of wrapping with elastic 
bandage. 

Both extremities, from the knee to the 
dorsum of the foot, showed marked pitting 
edema. Spider web varicosities were numer- 
ous on both limbs. The skin was cold and 
there was a yellowish cast to it. Uremic 
plaques were present. X-ray examination 
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showed no pathological bone, however, 
orthopedic defects were present. The 
achilles triangle was obliterated due to the 
edema. The oscillimeter showed little or 
no recordable peripheral blood flow. The 
dorsalis pedis, and posterior tibialis pulses 
were not palpable. There were no areas 
tender to palpation. 

The patient’s physician was consulted, 
and we were informed that she was suffer- 
ing from advanced carcinoma of the lower 
intestine. He suggested that we try and 
make the patient as comfortable as possible. 

The skin was prepared with tincture of 
benzoin, and a flexible casting was applied 
to the foot and ankle in a figure of eight 
fashion, and carried up to the knee. This 
was done bilaterally. 

The patient reported the following day 
by telephone that she had slept well that 
night. Three days later she reported to the 
office, with no complaints of pain. She was 
able to ambulate relatively free from pain. 

The carcinoma had advanced to the kid- 
ney causing the edema and extra strain on 
the foot. By palliative care we were able 
to relieve some of the strain factors, and 
the pain. 


4023 No. Rosemead Blvd. 


Squamous Cell Carcinoma 
—A Case Report 

Leonard A. Zingler, D.S.C. 

Hackensack, N. J. 

A woman, age 55, white, came to the office 
complaining of pain between her third and 
fourth toes of the right foot. Upon examina- 
tion a lesion was present which appeared 
to be an ulcerated solt corn, about 14 inches 
in diameter. Upon questioning her, I was 
informed that she had previously been to 
her physician who told her that it would 
go away on its own. She also told me that 
she recently had some surgery done. 

‘The lesion was treated with silver nitrate, 
25 percent and the patient was instructed 
to return in | week. In the meantime, I 
spoke to her physician and was informed 
by him that the patient had undergone 
surgery for removal of inguinal lymph nodes 
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because of malignancy. When the patient 
returned the following week, the eschar 
caused by the silver nitrate was removed 
and now the lesion took on the appearance 
of a verruca, so a salicylic acid ointment was 
applied in an aperture pad. 

The patient returned in 4 days with the 
same pain present. After removing the 
sloughing tissue, I again applied silver 
nitrate, 25 percent. A urinalysis was nega- 
tive and X-rays showed no bone involve- 
ment. Wet dressings of Domeboro®! solu- 
tion were prescribed for | week. This time 
when the patient returned, the lesion 
seemed cleared up. The patient was dis- 
charged for three weeks. 

Upon returning to the office, examina- 
tion showed the growth had reoccurred with 
the original pain present. Decision was 
made to excise the entire mass, and the 
specimen was sent to a laboratory for study. 
The report was, “Well differentiated squa- 
mous cell carcinoma of the skin.’ The site 
of the lesion healed completely in 2 weeks 
without any symptoms. 

This case illustrates that innocent-looking 
lesions can be deceiving and the importance 
of laboratory examination. 


10 Banta Place 


Bl Dome Chemicals, Inc. 





Plexiform Neuroma of the 
Great Toe— 
A Case Report 
Jerome Shapiro, Pod.D. 
Washington, D. C. 


Miss A.P., a 49-year-old unmarried white 
female, presented herself at our office with 
the complaint of a painful callus at the 
plantar aspect of the interphalangeal joint 
of the great toe, right foot. She stated that 
she had been bothered by this lesion for 
the past 7 years and had received monthly 
treatment which consisted of palliative re 
duction of the callus and paddings. About 
3 years ago, she stated, a wart was burned 
out from this area. In spite of this long 
history of treatment she noted no improve- 
ment and there has developed during the 
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past 6 months a lancinating type of pain 
in the area which would even occur in bed 
at night. 

Examination revealed a plantar callus 
overlying the plantar aspect of the inter- 
phalangeal joint of the great toe of the 
right foot. When the callus was reduced 
a definite firm, freely movable, palpable 
mass was felt which, to my own clinical 
judgment, was consistent with that of an 
adventitious bursa. 

Following the usual blood and urine ex- 
aminations and X-ray studies which proved 
negative for any bony pathology, the fol- 
lowing procedure was performed: Under a 
local anesthetic and the application of a 
rubber band tourniquet, two semi-elliptical 
incisions were made 2 cms. in length each 
and the enclosed skin wedge was removed. 


The incision was deepened to expose a 


fairly solid, whitish, encapsulated, egg 
shaped mass approximately 2 cms. in length 
in its widest dimension. ‘The mass was 
bluntly dissected out and closure was made 
with 000 dermal silk. The patient healed 
uneventfully with no recurrence of symp 
toms, 

Report of examination of tissue revealed 
the following: Sections of tissue from the 
right foot revealed it to be covered by a 
hyperkeratotic, orderly, stratified squamous 
epithelium. In the underlying dermis and 
subcutaneous zone there were increasing 
numbers of nerves, many of which formed 
an interlacing pattern. This type of lesion 
is consistent with a proliferation of nerve 
tissue, with the formation of neuroma. No 
malignant manifestations were noted. 


5429 Connecticut Ave. 





“Research seeks not to prove something 


but simply to gain accurate information 


and understanding. 
tegrity it must be 


To maintain its in- 
free of any effort to 


prove something its sponsors wish to be- 


lieve or wish others to believe.” 


Podiatry Association, April, 1961 


Charles E. Scripps 


The Scripps-Howard 
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President’s Page 


At my request, President Elect Sho 
has provided the “message” this month. 


Marvin D. Marr, D.S.C. 


Progress ... Advance to an objective; gradual betterment. 

Recently the Medical Liaison Committee prepared a “Special Report” designed 
to establish the basis upon which firm hospital privileges may be obtained fon 
Podiatrists-Chiropodists. The members of the Committee must be commended 
for their realistic and objective approach in preparing this report. As a result of 
much study and deliberation they developed a set of policies based upon serving 
the best interests of the public in cooperation with the other members of the 
healing professions. In formulating the rules by which our profession must regu- 
late itself in order to obtain hospital privileges in cooperation with medical 
doctors, two primary areas of disagreement became evident: 1) the extent to 
which podiatry services in hospitals are related to or synonymous with foot sur- 
gery privileges and, 2) the extent to which the overall responsibility for the 
patient’s medical care should properly be entrusted exclusively to the podiatrist 
where surgery is to be performed under a general anesthesia. 

The first area of disagreement may be overcome by our members making a 
concerted effort to acquaint the medical profession with the broad scope of 
services which the podiatrist can perform in the overall interest of the hospital 
patient—a scope in which surgery occupies only a very limited role. The second 
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area poses a direct challenge to our own profession. We must recognize the neces 
sity for placing the welfare of the patient above both our own pride and ow 
own economic self-interest if need be. 

For a moment let us look at the other side of the ledger. In many hospitals 
throughout the country, the general practitioner, too, has encountered severe 
restrictions with regard to hospital surgical privileges. Typical complaints from 
members in the “American Academy of General Practice” are as follows: From 
Louisiana, ‘All men who are not doing general surgery at the present time must 
have two years’ approved surgical {residency to do major procedures.” From 
Wisconsin, “Withdrawal of surgical privileges because individual is not board 
certified, or a member of the ACS. Hospital policy not to permit G.P.’s to assist 
with the surgery of their referred patients.” And there are many others. 





Your Medical Liaison Committee is aware that medicine comes in for direct 
criticism by its members regarding hospital privileges. These medical members 
who are not themselves allowed the use of hospital facilities become our greatest 
critics. This becomes an added problem for podiatry which is not of our doing. 

“Good surgery cannot be measured by the number of operations performed o1 
assisted.” “Merit alone is the only criteria for judging surgical abilities.” And 
this is exactly the point. In order that the surgical abilities of podiatrists may be 
judged, we must gain admittance to hospital staffs so that the staff may be 
exposed to the podiatrist’s ability. We can only do so if we exercise mature judg- 
ment and self-restraint. Your committee never doubted the ability of podiatrists 
to perform surgery. Before any further discussions could continue with the 
various organized medical groups, a statement of our position evidencing this 

maturity was necessary. It must be further understood that your officers and 
Board of Trustees reflect the collective conscience of the A.P.A. Before accepting 
the philosophy personified in the Medical Liaison Committee Report, every word 
and statement of position was weighed with that responsibility in mind. These, 
then, were the considerations weighed and evaluated by the Committee in setting 


forth its answer to the troublesome question as to who will accept the overall 
responsibility for the patient’s medical care in the event of an emergency. 

In our reasonable desire to gain acceptance as a member of the health team, 
let us avoid any temptation to insist upon extremes. “What patience was here 
that toiled in countless milleniums to carve a single crevassed face ... can be 
spoiled, all, by one word in one second.” 

ROBERT SHorR, D.S.C. 





Foot Health Week 
All members are reminded that Foot Health Week is May 14-20, inclusive. 
Every state office has been provided information and materials for programs 


within the state. If you have not already been contacted by your state officers o1 
committees, why not offer your services? 
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Podiatry-Chiropody Abstracts 


Jerome Shapiro, Pod.D. 
5429 Connecticut Ave., N.W. 


Washington, D. C. 


Editors of Local, State and Regional Publications are requested 


to provide copies to Dr, Shapiro who is editing this section of 


the Journal. 


Local Anesthesia 
\. J. Mazzaglia, D.S.C., New England Jour- 
nal of Podiatry, Mar. 1959. 

The author has attempted a general dis- 
cussion on the use of local anesthetics. He 
stresses the importance of a_ thorough 
knowledge of the anatomy of the area in- 
volved to prevent nerve damage and vessel 
penetration. Different methods of induc- 
ing local anesthesia are discussed. In his 
dliscussion on preoperative sedation he 
stresses the importance of taking the 
patient’s blood pressure, respiration and 
pulse rate prior to administration of the 
anesthetic, so that they can be restored 
should the need arise. He mentions the 
pros and cons of incorporating hyaluroni- 
dase and vasoconstrictor agents with the 
local anesthetic. Some interesting points 
made in relation to testing for drug sensi- 
tivity and treatment of sensitivity reactions 
to the drugs. The article is concluded with 
a general discussion on aseptic surgical 
techniques and methods of maintaining 
hemostasis. This is a well written article 
and should be read by all those who use 
local anesthetics in their practice. 


Rationale of Zondex Vapor Therapy 
In the Treatment of Onychomycosis 
Harry W. Weinerman, Pod.D., The British 
Chiropody Journal, Vol. 25, No. 4, April 
1960. 

One of the difficulties in the treatment of 
onychomycosis is the inability of the fungi- 
cidal agents to penetrate the nail structure 
even after most of the nail has been burred. 
This is further complicated by the fact 
that the fungus organisms transform them- 
selves into spores which render them im- 
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pervious to standard fungicidal agents. 
With this thought in mind a search was 
made for a fungicidal agent with a deep 
penetrating power. The vapors of Zon- 
dex®! are known to penetrate leather and 
therefore it was felt that this high power of 
penetration might also affect nail tissue. A 
special cabinet was designed which could 
house the foot under treatment. The foot 
is exposed to the vapors for 10 minutes 
every 3 days. This treatment was con- 
tinued until there was some evidence of 
improvement. Instead of the cabinet, 
polyethylene bags may be used. Although 
the results are inconclusive, they do sug- 
gest some beneficial results. Of course the 
patient is advised to continue the fumiga- 
tion of the footgear to prevent reinfection. 


®! Gross Padow Corp. 


Chymotrypsin“': A New Drug 
For Use in Podiatry 

Richard D. Lucas, D.S.C., Current Podiatry, 
Vol. 9, No. 3, March 1960. 

Herein are reported fourteen case studies 
utilizing Chymotrypsin. Two forms were 
used: an aqueous injectable and a topical. 
The case involved the following clinical 
entities: exfoliative dermatitis, contusions, 
ulceration, postoperative necrosis following 
nail surgery, heloma neurofibrosum, in- 
fected plantar ulcer, epidermophytosis and 
traumatic laceration. Along with the en- 
zyme therapy standard therapeutic regimens 
were employed, viz., wet dressings, anti- 
biotics, ultraviolet ray. The author feels 
that Chymotrypsin is an excellent addition 
to the armamentarium of the podiatrist. 


®' Columbus Pharmacal 
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Amputation of All Toes—A Review 
Of Forty-seven Amputations, 
Michael Flint and Rodney Sweetnam, The 
Chiropodist, Vol. 15, No. ‘10, Oct. 1960. 

Fixed clawing of the toes with dorsal dis- 
location of the metatarsal phalangeal joints 
is often seen in patients with advanced 
rheumatoid arthritis, pes cavus and severe 
hallux valgus. The toe deformities at times 
produce marked restriction of activity and 
a great deal of pain. Some patients can be 
made comfortable by regular chiropody and 
special shoes. In moderate fixed. deformities 
of the toes, arthrodeses of the interphalan- 
geal joints are helpful but in the severe 
clawing with associated metatarsophalan- 
geal dislocations, these minor procedures 
are ineffective. Excision of all the meta- 
tarsal heads have been performed as well as 
removal of the bases of the proximal] pha- 
langes, reshaping of the met heads and ex- 
cision of intractable calluses. It is the belief 
of many surgeons, including the authors, 
that preserving stiff deformed functionless 
toes is of no value and therefore they have 
reported the following results using a 
method of amputation of all the toes for 
fixed toe deformities in rheumatoid arthri- 
tis, hallux valgus and pes cavus. 

The results of 47 amputations in 28 pa- 
tients are analyzed and 93°%, were found to 
be satisfied with the operation. The am- 
putation of the deformed toes removed 
both the cause of local pain and disability 
and also the downward thrust on the meta- 
tarsal heads which aggravated the meta- 
tarsalgia. The technique had no adverse 
effect on gait or stability. The technique 
of the operation is described as well as 
postoperative management. ‘Lhe impor- 
tance of retaining full length shoes fitted 
metatarsal insoles and toe blocks to pre- 


serve a good gait and balance is emphasized. 


Foot Strain in the Middle-Aged 
Franklin Charlesworth, F.Ch.S., The Brit- 
ish Chiropody Journal, Vol. 25, No. 5, 
May 1960. 

Foot strain is defined as a condition in 
which excessive stress results in functional 
defects causing pain. This can happen one 
of two ways. Following a long illness where 
one has been off weight bearing for some 
time and then assumes ambulation, the 
normal stress of minimal walking may be 
too much for the foot structures, namely 
the muscles and ligaments. The muscle is 
inadequate and therefore cannot sustain 
the proper bony alignment. This puts an 
increased load on the ligaments and _ pro- 
duces strain which in turn causes pain. 
Here abnormal structures submitted to nor- 
mal stress have produced strain. We may 
also encounter foot strain when normal 
structures are submitted to stresses beyond 
normal as is the case in perhaps a traffic 
policeman or one who is forced to carry 
heavy loads. This may also occur when one 
undertakes increased sports such as 18 
holes of golf. Another cause may be sud- 
den weight gain. During this process, the 
overtiring of the muscles decreases thei 
tonus putting more burden on the liga- 
ments which in turn become stretched 
causing the osseous structure to sag and 
pain to occur. Varicosities may also start 
the process off by causing muscle fatigue 
and decrease of muscle tonus. 

In his brief discussion on treatment, Dr. 
Charlesworth discusses the use of elastic 
hose, rest, Buergers exercise, the use of in 
soles with a lateral heel flange and a 
cupped heel seat, and shoes properly fitted 
with a medial heel wedge and a lateral 
sole wedge. 





Even in a single leaf of a tree, or a tender blade of grass, the awe-inspiring 


Deity manifests itself. 
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The Merck Index of Drugs and 
Chemicals, Seventh Edition 


Paul G. Stecher, Editor, published at cost 
as a professional service, $12.00, printed in 
clear type on English finish paper, size 
714” x 974”, bound in dark blue Sturdite 
cover resistant to water, acid and mildew, 
and stamped in gold. Completely new 
Index contains about 1,600 pages of text 
covering nearly 10,000 descriptions of in- 
dividual substances, more than 3,300 struc- 
tural formulas, and about 30,000 names of 
chemicals and drugs alphabetically ar- 
ranged and cross-indexed, Merck and Com- 
pany, Inc., Rahway, N. J., 1960. 

The previous edition of the Merck Index 
was published in 1952 and 100,000 copies 
were purchased before the supply was ex- 
hausted during 1958. The new edition in- 
cludes extensive scientific advances during 
the past eight years. An outstanding fea- 
ture of this new book is a separate and 
greatly expanded cross-index section of 
more ‘than 30,000 names. This enables the 
user to locate a particular chemical de- 
scription by page number regardless of 
whether he knows only the generic name, 
brand name or systematic chemical name 
of or for a substance. 


A special section lists more than 400 or- 
ganic “Name” reactions with original and 
review references, together with a descrip- 
tion and structural representation of each 
reaction. There is an up-to-date periodic 
table arranged in accordance with the lat- 
est concepts of nuclear science, a table of 
international atomic weights and close to 
300 pages of appendices on such subjects 
as chromatographic adsorbents, calories in 
foods, Russian alphabet, biological units, 
coal-tar colors, thermo-metric equivalents, 
antifreeze mixtures, saturated solutions, 
radioactive isotopes, percentage solution 
tables for apothecaries, isotonic solutions 
and atomic weights and their multiples 
and logs. 


Each main entry indicates the preferred 
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chemical name or other chemical names, 
common or popular names, generic and 
trade names. Trademark listing is as com- 
plete as can be and thoroughly cross- 
indexed. 

Properties and sources of substances, pre- 
ceded by methods of preparation, with 
references, are given, followed by indica- 
tion of uses, whether medical, industrial 
or veterinary. Hazards, toxicities and 
other safety factors are mentioned. Indica- 
tion is given of commercial availability and 
grades such as U.S.P., N.F., and reagent. 
Empirical formulas, molecular weights and 
percentage composition are given for all 
chemicals having a definite structure. 

The purpose of Merck’s Index is to pro- 
vide for all who have to do with medicinal 
and chemical matters, one handy volume 
as a ready means of quickly and reliably 
answering questions of fact that may arise 
in any direction in the midst of their work. 

Instead of having to consult several 
materia medica manuals, chemical dic- 
tionaries, dispensatories or other works of 
different scopes, the reader will find here 
all those various directions of research in 
one alphabetic, concise and lucid series of 
descriptive paragraphs, under the heads of 
the several substances concerned. 

Editorial preparation of this excellent 
publication was carried out by the Techni- 
cal Information Department of Merck's 
Research and Development Division under 
the editorship of Paul G. Stecher, who also 
headed the Sixth Edition editorial staff. 
In addition to members of Merck’s scien- 
tific staff, many outside consultants col- 
laborated in the compilation and checking 
of material. 

This is a most unusual reference book 
and the writer highly recommends it as a 
most informative and educational volume 


for your office. 


Harry L. Hoffman, D.S.C., Ph.G. 
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Diseases of the Nails 

V. Pardo-Castello, M.D., Assistant Profes- 
sor of Dermatology and Syphilology, Uni- 
versity of Havana Medical School and 
Osvaldo A. Pardo, M.D., Instructor in 
Dermatology, University of Havana Medi- 
cal School, Third Edition, $8.50, 113 
photographs, Index and 461 choice refer- 
ences. Published by Charles C. Thomas, 
301-327 East Lawrence Ave., Springfield, 
Il., U.S.A., July 1960. 

The authors’ special interest in this field 
has resulted in a clinical guide which con- 
tains practical information not to be 
found elsewhere except in scattered form, 
if at all. The text contains the newest 
additions in medical literature as well as 
the authors’ own recent observations and 
experiences. Not only are the latest con- 
cepts and methods set forth, but in addi- 
tion the authors included the list of 61 oc- 
cupations in which nail affections are 
common, together with their symptoms and 
causes. 


The authors’ comments on the use of 
Griseofulvin are stimulating and thought 
provoking. They remind the reader that 
Griseofulvin is well tolerated, except in 
rare cases, that it is important to remem- 
ber that Griseofulvin used locally in 
creams, ointments, solutions, suspensions 
or in powder form, is not effective; and 
that its fungistatic action is due to its 
chemical combination with keratin and 
therefore its use as a local preparation is 
not recommended. 

Every chapter tequiring revision has 
been brought up to date. There are many 
outstanding features in this book, such as 


chapters on Anatomy and Histology of the 
Nails, Pathology of the Nails, Affections 
Peculiar to the Nails, Onychodystrophies, 
Ungual Manifestations of Dermatoses and 
of Systemic Diseases, Congenital Affections 
of the Nails, The Roentgen Ray Treatment 
of Diseases of the Nails, Occupational Af- 
fections of the Nails and Ungual Symp- 
toms Due to Drugs and Poisons. 

This reviewer was impressed, as others 
have been before me, with the meticulous 
care and choice of words and authors’ use 
in referring to the various diseases and 
descriptions of the nails. The excellence 
of the material found in this book is un- 
surpassed. Every podiatrist who deals with 
diseases of the nails will find this new third 
edition a combination of good common 
sense and keen insight into the nail prob- 
lems. Throughout, the special approach 
required for optimal end results is set forth 
with a simplicity and soundness that aptly 
reflects the authors’ many years of clinical 
practice and investigation. With the inte- 
gration of the anatomic and_ pathologic 
specimens, it forms a solid basis for accurate 
clinical diagnosis. 

The illustrations are numerous, clear and 
instructive. This book is of practical value 
to all practitioners because it is written in 
an easy and enjoyable style and because it 
represents an enormous amount of work 
by the authors. The additions and revisions 
make this book the indispensable reference 
tool it is. The authors and the publishers 
are to be congratulated on their accom- 
plishments in the printing of this new third 
edition. 

Jack Ranzer, Pod.D. 





It would seem as if the rulers of our time sought only to use men to make things 
great: I wish they would try a little more to make great men: that they set less 
value on the work and more value on the workman. 
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-de Tocqueville 
1804-1859 
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Pharmaceutical Preparations for the Profession 





Harry L. Hoffman, Ph.G., D.S.C. 


Chairman, Council on Podiatry Therapeutics and Pharmacy 
A column devoted to preparations, new and old, with emphasis 
on their value and uses in everyday chiropody practice. This is 
a regular monthly column prepared from information furnished 
by the pharmaceutical house. We invite questions, which we 
shall endeavor to answer, or obtain the answer. 


Temaril Tablets, Spansules and Syrup 
Generic Name: [rimeprazine. 
Description: A new oral medication for 
the relief of itching regardless of cause. 

Composition: Each tablet and each 5 cc. 
teaspoonful of syrup contains 2.5 mg. of 
trimeprazine, S.K.F., as the tartrate. Each 
Spansule (capsule) contains 5 mg. of 
“Temaril,” brand of trimeprazine, a 
phenothiazine derivative with antipruritic 
activity. 


Advantages: In extensive clinical tests, 
“Temaril” has been found effective in the 
relief of more than 70° of all cases of 
moderate and severe itching, regardless of 
cause. It often relieves itching which does 
not respond to any other therapy. Side 
effects, when they occur at all, are generally 
brief and of short duration. 

Uses: Pruritus regardless of etiology. Its 
usefulness has been demonstrated in pruri- 
tus of widely varied origins, both derma- 
tologic and non-dermatologic. 


Administration and Dosage: Dosage should 
be adjusted according to severity of the 
symptoms and the response of the patient. 
The majority of patients will obtain op- 
timal results when ‘““Temaril’” is used for 
both daytime and nighttime therapy. Usual 
dosage for adults is 5 mg. at bedtime and 
2.5 mg. at breakfast and lunch (or at lunch 
and supper if the nighttime dose carries 
the patient through the following morn- 
ing). If itching is primarily a nighttime 
problem, doses of 5 to 10 mg. at bedtime 
may be effective without supplementary 
daytime doses. 

Temaril Spansule (capsule) in bottles 
of 30. This is a new form in a long acting 
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capsule. When continuous action is de- 
sired, a single mg. capsule every 12 hours. 
If itching is primarily a nighttime problem, 
1 or 2 capsules at night may be effective 
without a supplementary daytime dose. In 
some resistant cases, patients may require as 
much as 30 mg. in 24 hours for relief. 

In children from 6 to 12 years, the rec- 
ommended dosage is 1 capsule daily. In 
severe cases, recommended dosage is | 
capsule every 12 hours. Daily dosage should 
not exceed 10 mg., however. 


Caution: Since this drug is a phenothia- 
zine derivative, it should be administered 
discriminately, and its use should be at- 
tended by careful and regular observation. 
Mild and temporary drowsiness is the most 
frequently encountered side effect, but tol- 
erance to this effect usually develops afte 
a few days of medication. Patients should 
be observed regularly and watched for pos- 
sible occurrence of agranulocytosis or othe 
serious side effects seen infrequently with 
some phenothiazine derivatives. Because 
virtually all reported cases of agranulocy- 
tosis associated with the administration of 
phenothiazine derivatives have occurred 
between 4th and 10th weeks of treatment, 
patients on prolonged therapy should be 
observed with particular care during that 
time. 


Supply: Available in tablets in bottles of 
50 and 500. Spansules in bottles of 30. 
Syrup in 4 oz. bottles. By Smith, Kline and 
French Laboratories, Philadelphia 1, Pa. 
Typical Prescription 
Rx Tabs Temaril 2.5 mg. 

Disp. # XXX. 

Sig: 2 tabs. at bedtime and 1 at 
lunchtime 
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Prescriptions for children: 

Baby (ages 0-2) 

Rx Temaril Syrup 120 cc. 

Sig. 1 tsp. at bedtime. If indicated 1/4 tsp. 
at 1 or 2 meals. 

Note: Total daily dosage should not ex- 
ceed 5 mg. (2 tsps.) . 


Typical Prescription 


Rx Spansules Temaril 5 mg. 
Disp. # XXX. 

Sig: One (1) at bedtime. 

Children (ages 2-12) 

Rx Temaril Syrup 120 cc. 

Sig: 1 tsp. at bedtime, and if indicated a 
tsp. at | or 2 meals daily. 

Note: Total daily dosage not to exceed 10 


mg. (4 tsps.) 





Digests From The Literature 


Anyone wishing to read the complete article, if not available 
in your local library, may borrow it through interlibrary loan. 
A microfilm may be borrowed from the National Medical Li- 


brary, Washington 


25, D. C., or a photo-duplication may be 


obtained from that library. 


Dermatology 

Oral Treatment of Dermatomycosis and 
Onychomycosis with Griseofulvin, Bodian, 
FE. L. Internat. Rec. Med. 173: 85-87, 1960. 

Forty-five patients with proved Tricho- 
phyton or Microsporum infections of the 
hair, nails, or skin, who had obtained only 
transient or symptomatic relief, if any, 
from various preparations, were given 
griseofulvin 250 mg. three or four times 
daily (except children who received a 250 
mg. tablet daily). Treatment was con- 
tinued until laboratory and clinical evi- 
dence of eradication of the fungus was 
complete. This required 1 to 6 weeks in 
cases of dermatomycosis, and up to 5 
months in cases of onychomycosis. Relief 
from pruritus occurred in the first 2 to 4 
days. In 1 week vesicles were drying and 
erythema and maceration had decreased. 
In 2 weeks the _ hyperkeratotic layer 
sloughed off. 

Healthy nails in patients with onycho- 
mycosis were noted in the third to fourth 
week. Thick, dystrophic subungually hy- 
perkeratotic nails became normal in 4 to 
5 months. Side effects occurred in three 
patients; nausea in 2 patients, requiring 
discontinuance of the drug in one of them, 
while the drug was continued in lower 
dosage in the other without nausea follow- 
ing. Another patient had abdominal dis- 
comfort for the first few days. 
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Treatment of Dermatomycoses with 
Griseofulvin, Yontef, R._ J. Med. Soc. 
New Jersey: 738-40, 1959. 

Griseofulvin (Fulvicin®) , a fermentation 
product of penicillin, was given orally 250 
to 500 mgm. four times daily to 15 patients 
with proved superficial fungus infection 
The highly resistant dermatomycosis had 
persisted in these patients for years unbene- 
fited by various therapies, Four patients 
suffered transient side reactions. A boy de- 
veloped painful erythematous papules on 
the scalp which responded to hot, wet dress- 
ings. A young woman developed a transient 
sweat-gland-retention syndrome during 
treatment, which disappeared without the 
dosage being lowered. A man developed 
persistent radiating pains in the chest. A 
woman had gastric distress and nausea 
which disappeared when treatment was 
discontinued, and recurred mildly when 
administration of the drug was resumed, 
with antiacids given concurrently. 

Griseofulvin in oral doses of 1 to 2 gm. 
daily brings rapid relief of Trichophyton 
and Microsporum infections of the hair, 
skin and nails. The most amenable to 
therapy are Microsporum infections of the 
glabrous skin; intertriginous dermatomy- 
coses are more resistant and tend to recur 
on re-exposure to infection. Prolonged 
therapy is required for onychomycosis. If 


the nails are affected, treatment should in 
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clude local fungicidal measures and me- 
chanical removal of debris. At least 8 


weeks of treatment are required for signifi- 
cant improvement. All of the 15 patients 
were improved or cured, One patient with 
a dermatosis mimicking dermatophytosis, 
but which proved to be nonfungal in ori- 
gin, did not respond to griseofulvin ther- 
apy. 


® Schering 


Griseofulvin Therapy of Superficial Cu- 
taneous Mycoses, Everett, M.A., and Alston, 
H.D. J. Oklahoma M. A. 52: 793-95, 1959. 


Griseofulvin was administered to 25 pa- 
tients with proved chronic fungous infec- 
tion of scalp and body—250 mg. daily to 
adults four times daily, to children (aged 
4 to 9 years) three times daily, to smaller 
children twice daily. Single weekly doses 
ranged from 2 to 3 gm., according to body 
weight. Three treatment schedules were 
used: (1) daily administration for 14 to 
60 days; (2) daily administration for 7 to 
14 days followed by weekly administration; 
(3) weekly administration only. After 
lesions were clinically and microscopically 
cleared, medication was continued for 7 
more days. 

Patients who received daily treatment 
for 14 days or more were cured. Most of 
those receiving weekly therapy for 3 to 6 
weeks following treatment daily for 14 
days, and those receiving continuous therapy 
for 21 to 42 days were cured. Those re- 
ceiving only weekly therapy, or continuous 
therapy for less than 10 days, did not re- 
spond, Trichophyton tonsurans infection 
cleared after 6 weeks of daily therapy. 
Trichophyton schoenleini infection cleared 
after 28 days of continuous therapy. Tv- 
chophyton rubrum without nail involve- 
ment failed to respond to weekly therapy 
but cleared after 14 days of continuous 
treatment followed by 4 weeks of weekly 
therapy, or after 28 to 42 days of continu- 
ous treatment. Patients with T. rubrum 
involvement of the nails need 4 to 8 months 
of treatment. 
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In 3 patients the drug had to be discon- 
tinued because of side effects; 2 had nau- 
sea, vomiting and headache; a third had 
fever and a maculopapular eruption. In 
general, results seemed to be more con- 
sistent following daily rather than inter- 
mittent therapy. 


Diabetes 
A Skin Test for Diabetic Screening. Phy- 
sicians Bull. (Eli Lilly) 25: 34-35, March- 
April 1960. 


A skin-surface glucose test was devised 
following the observation of some diabetic 
patients that when testing their urine the 
glucose-oxidase test paper (Tes-Tape) the 
part held between their fingers showed a 
positive reaction—usually when the urine 
contained sugar. Tests were made of 86 
diabetic and 67 nondiabetic ambulatory 
patients, including urine, blood and skin 
tests. A strip of Tes-Tape moistened with 
water was held between thumb and fore- 
finger of each hand. The test was called 
positive if the color changed. Occasionally 
only one hand showed a reaction—this was 
not explained. 

Of the diabetic group 42 of the 86 had 
positive reactions in all three tests; in 19 
patients with well controlled diabetes the 
three tests were all negative. In 15 patients 
with positive skin test, the urine test was 
negative, but 7 of these showed a positive 
blood test. These 15 patients would not 
have been discovered without the skin test. 
Of the remaining patients, 5 with hyper- 
glycemia had negative skin and urine tests. 
Only 2 of the entire group had hypergly- 
cemia and glycosuria and a negative skin 
test. 

The skin test is a test of hyperglycemia, 
not diabetes alone, for 3 patients with 
transient hyperglycemia due to cerebro- 
vascular accidents had all positive tests, 
skin, urine and blood. Of the 64 other 
nondiabetics (controls) , 53 (82.8 per cent) 
had negative tests entirely. However, 11 
nondiabetics had positive skin tests, but 
7 of these patients proved to have abnor- 
mal glucose tolerance and impaired carbo- 
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hydrate metabolism; 2 others had border- 


line cases. These 9 patients would have 
been missed except for the skin tests. 
The fact that skin sugar content reaches 
its maximum several hours later than 
blood sugar, may explain why skin and 
blood tests did not always coincide. Since 
the skin comprises 16 per cent of the body 
weight, this simple, convenient skin test 
may prove valuable as an adjunct to the 
present screening devices used for detection 


of diabetes mellitus. 


Drugs 

For Better Control in the Distribution of 
Drugs, Vice, L. F. (Editorial). Amer. J. 
Pharmacy 131: 566-68, 1959. 

Poo often the pharma ist is held respon 
sible for improper distribution of prescrip 
tion drugs, so that they get into lavmen’s 
hands in large amounts—especially central 
suumulants and hypnotics. Too much laxity 
is involved in distribution of drugs before 
they reach the practicing pharmacist. Law 
enforcement places great pressure on the 
pharmacist to prevent his becoming an 
illicit source, but exerts little effort at the 
manulacturing level, and in’ distribution 
to wholesalers and distributors of question- 
able integrity. 

By various loopholes laymen purchase 
prescription drugs outside of legitimate 
channels and with a physician's prescrip 
tion. For example: drug) manulacturers 
may feel privileged to sell drugs to indus- 
trial plants without orders from the physi- 
cian or licensed pharmacist, Vhe claim is 
made that the drugs are for the industrial 
health department or the medical director. 
\ registered nurse may order prescription 
drugs, pretending they are for the physi- 
cian employing her. Purchase orders are 
made by research workers (who are neithet 
physicians nor pharmacists) who pretend 
they are for the laboratory or for experi 
mental animals. Some wholesale drug firms 
with no professional employees have thei 
orders honored by certain manufacturers. 
Detail men representing certain pharmaceu- 
tical firms, though legal agents but not 
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pharmacists, have dangerous drugs en 
trusted to them, but it is impossible to de 
termine whether these drugs are properly 
o1 improperly disposed of Physicians 
samples may be handed out to some friend 
by a company’s representative, by a doc 
tors secretarv o1 othe) office emplovec 
even by the cleaning woman or janitor 
The entire chain of drug distribution 
should be carefully controlled andre 
stricted to professionally trained individ- 
uals who understand what thev are doing 
and are legally responsible for their acts 
with no over-the-counter sale of prescrip 
tion drugs by retail pharmacists, nor given 
awav by those with no professional knowl 
cdge. Unless manufacturers institute rigid 
controls quickly, they may be restricted by 
federal legislation like the retail pharma- 
cist. They must make certain that  pre- 
scription drugs are sold only to persons 


privileged by law to dispense them 


New Growths 

Pigmented Nevi, Benign Juvenile Mela 
NoMa and Cire umscribed Prec ancerous 
Velanosis, Sulzberger, M. B., Kopf, A. W., 
and Witten, V. H. Postgrad. Med. 26: 617 
51, 1959. 

[he clinician should endeavor to recog 
nize the benign pigmented nevi within 
which malignant melanoma is most apt to 
develop, particularly the — precancerous 
lesions, quite a percentage of which un- 
dergo malignant changes. This includes 
junction nevus, compound nevus with 
nevus cells in both the dermis and at the 
junction of epidermis and dermis, and in 
tradermal nevus with nevus cells entirels 
within the dermis. 

\s summarized, the modern concepts re- 
garding nevus cell nevi are: (1) Most of 
them are seen clinically sometime in child- 
hood. (2) A great majority of them con 
tain junctional cells before puberty; after 
puberty they usually lack nerve cells at 
the dermoepidermal zone. (5)- Many pa- 
tients “recall” having a mole at the site of 
origin of malignancy: others observed none 


The mole is described as slightly raised or 





macular, mottled, and soft. (4) Junction 
(nevus cell) elements in time tend to un- 
dergo maturation, unless located on the 
palms, soles, genitalia, or mucous mem- 
brane. (5) The average adult has 15 or 
more pigmented nevi. (6) One fourth of 
all adults are said to have pigmented nevi 
on the palms and/or soles. (7) The ap- 
pearance of nevus-cell varies: the color is 
pink to black; the surface smooth to digi- 
tate; the borders well or poorly defined, 
level with skin or raised, with or without 
hairs, smal] to extensive in area. (8) Ma- 
lignancy is rare in comparison with the 
great number of nevi. There is a chance 
of their becoming malignant if in the lower 
extremities, nail bed, genitalia, or anorectal 
mucosa, but even in these sites not all re- 
quire prophylactic removal. (9) The dan- 
ger signs are a change in color or in dis- 
tribution of pigment or development of 
erythema; sudden change in size; change 
in appearance (scaling, oozing, bleeding, 
crusting, ulceration, erosion, infection) ; 
change in symptoms (pain, numbness, 
tingling, burning, and especially itching) ; 
spread of pigmentation into the surround- 
ing area; development of satellite nodules; 
occurrence of regional lymphadenopathy. 
(10) Repeated trauma may play a role in 
malignancy with transformation of benign 
nevus-cell nevus, but this theory is not 
proved. 

Treatment is mandatory in cases wherein 
nevus-cel]l nevi are undergoing changes or 
show “activity,” particularly during preg- 
nancy, and those showing histologic evi- 
dence of “unrest” (precancerous junction 
nevi). Treatment is generally indicated in 
those seemingly undergoing malignant 
transformation (circumscribed precancer- 
ous melanomas) , and benign juvenile mel- 
anoma, occurring usually on the face, but 
may appear anywhere on the skin, Con- 
servative surgical excision is the correct 
treatment of juvenile melanoma. Wide 
surgical excision or lymph node dissection 
is not indicated. Malignant melanoma 
causing metastasis and death are rare be- 
fore puberty. 
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The melanotic freckle (lentigo maligna) 
in the precancerous stage is characterized 
by its changeability, its irregular outline, 
and its unevenness of color. It may be 
scaly and surrounded by a mild inflamma- 
tion, The tumorous stage develops in one 
to 34 years, an average of 10 years. It oc- 
curs between the ages of 18 and 76; aver- 
age 40 years. They occur anywhere on the 
skin, three-fourths of them on the face. 
One third of these lesions become cancer- 
ous; the others remain precancerous or may 
disappear. Unless removal will cause dis- 
figurement, surgical therapy is recom- 
mended in the precancerous stage. Some 
writers prefer thorough electrodessication 
and curettage, or use of radiation, radium 
or radon. The growth sometimes recurs. 
In the tumor stage a malignant melanoma 
arising in melanotic freckle (except in the 
face) should be treated like all malignant 
melanomas. 


Treatment of 126 Cases of Malignant 
Melanoma; Long Term Results, Gumport, 
S. L., and Meyer, H. L. Ann, Surg. 150: 
989-92, 1959. 

A five-year or longer follow-up of 126 
cases of malignant melanoma treated sur- 
gically showed that of 40 patients with 
node dissection but with nodes found mi- 
croscopically negative, 43 per cent survived 
for 5 or more years. Of 45 with node dis- 
section and nodes found microscopically 
to contain a tumor, only 22 per cent sur- 
vived for that period. Dissection was not 
done in 41 patients; 27 per cent of these 
survived for 5 or more years. Node dis- 
section was not done because (1) the pri- 
mary tumor was tiny; (2) the patient was 
of advanced age; (3) the primary tumor 
was draining into two or more groups of 
regional nodes, or (4) the patient refused 
dissection of the regional node. The best 
results followed removal of lymph nodes 
that were clinically negative and micro- 
scopically free of tumor. 

Clinical diagnosis of malignancy and 
metastases to lymph nodes does not always 
prove correct. In 45 cases found micro- 
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scopically positive, 13 had been considered 
negative clinically; of 40 cases found mi- 
croscopically negative, 9 had been consid- 
ered positive clinically. 

The authors found the best results are 
obtained by “performance of total exci- 
sional biopsy of the lesion when a biopsy 
is indicated; removal of regional lymph 
nodes in continuity with the tumor site 
whenever feasible; removal of regional 
lymph nodes as a separate secondary pro- 
cedure whenever continuity removal is not 
feasible.” Thus, regional node dissection 
should be performed whenever feasible, 
irrespective of the clinical examination of 
the lymph node regions. 


The Management of Melanomas, Scan- 
lon, E. F. Indust. Med. & Surg. 28: 447-49, 
1949. 


Melanomas in children are unpigmented, 
and usually undetected. These growths 
when occurring early almost always show 
junctional changes. Not all nevi can be 
removed, but those on the soles, palms and 
genitalia and those subject to chronic ir- 
ritation are most likely to undergo malig- 
nant degeneration and removal seems ad- 
visable. Clinical manifestations may be 
intermittent mild itching or stinging. Sud- 
den growth and bleeding are late signs. 
Pigmentation changes do not necessarily 
indicate malignant degeneration, but im- 
mediate removal is advised. Removal of 
nevi by excision or by use of sclerosing 
solutions, carbon dioxide, or irradiation is 
the treatment of choice—not cautery. Small 
lesions in which malignancy seems doubt- 
ful may be treated as benign, but a large 
lesion demands biopsy, taking the speci- 
men from the center. 

A wide area with 2 to 3 cm. of normal 
tissue on all sides should be incised, even 
if a skin graft is necessary afterward. Re- 
gional lymph nodes are removed with the 


primary tumor, if practicable, unless the 
melanoma is distant from the node-bear- 
ing area, and the lymph node apparently 
not clinically involved. If a disconnected 
node is dissected with the primary tumor, 
metastatic implants may develop along the 
intervening lymphatics (satellitosis). The 
author recommends node dissection in 
cases where it is easily done as an en bloc 
procedure. A regional node dissection is 
done as a separate procedure, but at the 
same time if the nodes are positive but 
distant from the primary tumor. If satel- 
litosis occurs, which is rarely, disarticula- 
tion of the extremity is the only safe pro- 
cedure. 

Melanoma is radio-resistant, but some 
small lesions can be sterilized by high doses 
of irradiation and in the cases where sur- 
gery is impracticable or is refused. Prog- 
nosis following treatment depends upon the 
patient’s age, site of the primary tumor, 
its nature, and its biological age. Metasta- 
sis rarely occurs before puberty, so that 
excision in children is usually successful. 
Prepubertal melanomas have occurred in 
children 10 years old or older; these chil- 
dren chemically were adults. Suspicious 
nevi should be removed as soon as the 
child will cooperate under local anesthesia 
—usually no later than at 5 or 6 years of age. 

Some of these tumors grow slowly, some 
rapidly. Some metastasize before clinical 
recognition. Some remain localized until 
very large; some are dormant for years, 
then suddenly show wild growth. When 
regional nodes are involved, 10 to 15 per 
cent of the patients have a 5-year survival 
rate. If the tumor is confined to a local 
area, 40 per cent of the patients survive for 
5 years. In a few cases the prognosis has 
been very good where the nevus proved 
microscopically to be a melanoma. If pos- 
sible, treatment of lesions resembling nevi 
should be local excision. 





Give to the world the best that you have and the best will come back to you. 
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—Author unknown 
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Organization News 


Secretaries of local, state, regional, affiliated, subsidiary and other related 


organizations are invited to submit copy fo these columns. 


New York 

A special award “In recognition of its 
leadership in the field of foot care protec- 
tion for children and its educational cam- 
paigns to emphasize the importance of foot 
health, the Reader's Digest Public Service 
Award is presented to the Podiatry Society 
of the State of New York” was presented 
by Mr. John Allen, Reader's Digest Editor, 
to Dr. Milton Werbel, President of the 
New York Society. 

In addition to this presentation, a check 
was given by the Reader's Digest to the New 
York Society to assist in the educational 
work which has been part of the Podiatry 
Society's contributions to community foot 
health. 

The award was made at a press luncheon 
at which a nationwide program for foot 
examinations of all school children at least 
once a year was launched, jointly sponsored 
by the Reader’s Digest and the New York 
Society. This was the outgrowth of the 


publication of an article, “Mind Your Own 
Two Feet” which appeared in the March 
issue of Reader's Digest condensed from the 
March issue of the American Medical Asso- 
ciation’s publication, Today's Health. Basic 
materials for the article had been provided 
the author by Dr. Mullens, Vice President 
of the American Podiatry Association and 
Dr. Benjamin Kauth of New York City 
(author of “Walk and Be Happy”). 

Mr. Hollander, Executive Secretary of 
the New York Society, worked closely with 
the editors of Reader's Digest in advance 
of publication of the article and chaired 
the press luncheon. Among the guests at 
the luncheon was Dr. Shane MacCarthy who 
has headed the President's Youth Fitness 
Council since its inception in 1954. Dr. 
MacCarthy endorsed the program, stating, 
“much can be done to improve foot health 
through such a nationwide program of foot 
examinations for school children as recom- 
mended.” 





“LIFE'S FOUNDATION — YOUR BABY'S FEET" is an out- 
standing and comprehensive booklet on the growth and care of chil- 
dren’s feet. Written for the layman, it is concise, cleverly illustrated 
and will prove valuable especially to the parents of young children. 
Many Podiatrists-Chiropodists have received a copy of this booklet 
and have ordered them in quantity. For those of you who have not 
ordered and for those who wish to reorder, please clip the order blank 
below and mail with your check for your supply. 


ee ee ee ee ee = 


WOMEN'S AUXILIARY 
AMERICAN PODIATRY ASSOCIATION 
(National Associaticn of Chiropodists) 

2035 WEST ALABAMA, HOUSTON 6, TEXAS 


Piease ship to me "Life's Foundation — Your Baby's Feet" in the quantity marked 
100 copies $4.00 oO P. P. Prepaid 
500 copies 17.00 oO P. P. Frepaid 
1,000 copies 30.00 oO P. P. Prepaid 
5,000 copies 136.00 O Express Collect 
10,000 copies 250.00 oO Express Collect 
Check payable to Women's Auxiliary, APA, in the amount of $_______is enclosed. 


NAME 





STREET ADDRESS 





CITY and STATE 





SEE THE EXHIBIT AT YOUR REGION CONVENTION 
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The program was outlined by Dr. Mullens 
citing the alarming incidence of foot prob- 
lems suffered by school children and he said 
that, “it is clear this tragic problem can best 
be solved by initiating adequate foot health 


programs in the schools of America.” 


Ohio 
The Northeast Ohio Academy of Chi- 


ropody presented an all-day symposium on 


Post, M.D., and ‘““The Geriatric Patient in 
the Hospital” by Michael Grobsmith. 


Pennsylvania 

At a joint meeting of the North Phila- 
delphia and Delaware County Chiropody 
Societies, Dr. James C. Giuffre, Medical 
Director and Chief of Surgery at St. Luke's 
and Children’s Medical Center, received an 
honorary membership in the American Po- 





oe diatry Association. Dr. Giuffre was cited 
geriatrics on March 5th. Joseph I. Good- -s is a 
for his many contributions to the profession. 
man, M.D., was presented a plaque for his tye js Dean of the newl oxganined Phile- 
outstanding work on the foot of the diabetic. delphia College of Chiropody. 
Program of the symposium was: “The 





Management of Foot Lesions in Diabetes 
Mellitus” by Joseph I. Goodman, M.D.; 
“Geriatrics Nutrition” by Sister M. Brigid, 
C.S.A.; “Problems and Goals in Chronic 
Illness” by Belden D. Goldman, M.D.:; 


“Scope of Chiropody Practice in Chronic 


Personal 
Contour 


Shoes 


The only custom-crafted shoes made by 
‘eb cual: Guihanate” and “Ten Mine QUICK-CAST—a quick, accurate casting 
Disease and Geriatrics” ane ie Home method which is medically safe. 

tare Progr: » Visiting N : ; : ; 
Care Program of the Visiting Nurses Asso Write for complete information to: 


PERSONAL CONTOUR SHOES 
70 Washington Street, Haverhill, Mass. 


ciation” by Henry Dennis, D.S.C.; “The De- 
generative Diseases in the Geriatric Patient 


—FEvaluation and ‘Treatment” by Harvey 














OUR NEWEST MOULD 


The Levy Latex Mould and Contour Inlay made completely of Latex 
and Sponge Rubber. 


After many years of intense research and the cooperation of a 
prominent Doctor and Competitor, we have at long last succeeded in 
fulfilling the idea originated by Dr. Ben Levy TO CUSHION THE 
FOOT. 


This product constructed of Sponge and Latex Rubber is far superior 
in comfort to any so-called space shoe, and, very important to our 
woman to-day, in no way mars the beauty of the shoe. 

We strongly recommend it for those suffering from Arthritis, Circula- 
tory or Diabetic conditions. Also for bony, rigid and sensitive feet as 
well as for Verruca, Ulcers and Scar Tissues. It also is made in an 
inlay type without crest. 


The ORIGINAL CONTOUR is retained at all times. 


A negative or positive Cast at right angle is necessary. 


LEVY & RAPPEL, INC. 
384 Columbus Ave., New York 24, N. Y. 
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Northwestern Division 
The February meeting of the Northwest- 


raphe 4 aman BUTLER'S CHIROPODY 
ern Division was held February 19 in the 
Elks Club at Franklin. Dr. Quinton Craw- SUPPLY CO. 


ford presided. Following the business meet- 


Specialists in the Finest 


ing, Dr. Leo Lacey, scientific chairman, pre- All Nationally Advertised Equipment 
sented a program in the form of a round- SURGERY TABLES X-RAYS 
table discussion on insurance forms, income AUTOCLAVES CABINETS 
, icone a paivarcetge STERILIZERS CHAIRS AND 
tax problems and genera practice ints. ULTRASOUND STOOLS 
Each of the members was called upon to SINES & DIATHERMIES LAMPS 
nana voc in - WHIRLPOOLS DRILLS 
give his personal experiences and suggestions 
that might be helpful to other members. INSTRUMENTS SUPPLIES 
CHIROPODY 
SURGICAL 
, Arch Appliances made to specific pre- 
Tennessee - fe scription and cast work 
The Annual Meeting of the Tennessee tatestals clan dtedhnd tee walling yeu 
Chiropody Association was held on Feb- own arch appliances. 
ruary 25, 26, in Nashville. Dues were in- 5541 York Blvd., Los Angeles, Calif. 


CLinton 5-3049 
creased to $35.00 per year. The Association 2063 Machet St. Man ennsiace 3. Call? 
. . . INderhilt 1-4551 

will meet semi-annually in the future, in “el 


addition to the meeting held at the zone BUTLER'S 


convention. “The House of Friendly Service” 


Officers elected for the following year TERMS TO SUIT 
were: President, Dr. Donald Skwor of Mem- 


WRITE FOR PRICES AND DETAILS 
phis; President-elect, Dr. William J. Thomas 











A nail lacquer specifically formulated 
for fungus of the nails 


KERALAC 


The active ingredient of Keralac is the powerful fungicide chloranil which has 
been used under the name of Spergon® to protect growing crops against attack by 
soil fungi. It was found that incorporating chloranil into a nail lacquer provided 
a satisfactory vehicle for treating fungus of the nails for it was thus held in 
close and intimate contact with the nail. 

The result is Keralac. The concentration of the fungicide is 0.5%, but when 
the lacquer dries the concentration rises to around 2.5%. Keralac is particularly 
indicated in a distal fungus infection. 

Keralac is non-staining and non-discoloring. It is cosmetically elegant and 
when dry has the smooth and shiny appearance of a nail lacquer. Further, 
the painting of a nail with a lacquer is readily accepted by the patient. 

Available 14 0z. bottles complete with brush applicator. 

Samples and literature on request. “Trademark United States Rubber Company. 
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of Memphis; Dr. Ronald Fields will serve as The following presentations will be made 
Secretary-Treasurer for another year. at coming meetings: “A New Approach to 
Practical Podiatry Orthopedics” by Drs. 
Murray Brombert and Joseph Cinzio, in 
March; “Nail Wiring Technique” by Dr. 
Harold Nehleber and “Vitamin Therapy 
in Foot Pathology” by Drs. Lewis F. 
Schreiber and Allen Feigenbaum in April; 
“Modalities of Diabetes Onset and Methods 
of Management” by Dr. Harold Zarowitz 
in May. 


California Podiatry College 

On February 28, Dr. Nelson, Dean of 
the California College of Podiatry, was 
advised by the Western College Association 
that it had been granted a “period of initial 
accreditation as a Specialized Institution. 
... This action was taken upon the advice 
and recommendation of the Commission on 
Membership and Standards.” 

This is a first of our schools to achieve American College 
independent accreditation in a_ regional of Foot Orthopedists 
university and college accrediting associa- The American College of Foot Ortho- 
tion. pedists is presently organizing courses in 

advanced study of podiatry orthopedics. 


ss These courses will be given in centrally 
Academy of Podiatry 2 


ie located areas with convenient attendance 
At the 367th meeting of the Academy, 


periods. Certificates will be issued at the 
Dr. Benjamin Brody gave an_ illustrated completion of the course of study. All in- 


lecture (150 color slides) on “Ingrown Nail terested parties of the American Podiatry 


Surgery.” Drs. Irving Furie and Herbert Association should inquire immediately by 
Rausher presented a plastic flap procedure — writing to Dr. Joseph R. Cinzio, 242 Lexing- 


for ingrown nail cases. ton Ave., Passaic, N. J. 


S A B — L’ S$ No. 772 Tan Calf 


No. 672 Black Calf 








offers you the 


COMPLETE 


BASIC SHOE PROGRAM 


From basics to highly specialized footwear, Sabel 
‘covers the field. 

Shoes made on scientifically designed lasts that have 
been developed through direct contact with doctors 
and hospitals across the country ... shoes that 
accept corrective measures, yet retain style features 
. . . shoes for boys and young men... . surgical No. 870 Tan Calf 
boots for post-operative cases for men and boys. No. 653 Black Calf 


Sabel has the COMPLETE shoe program, all styles Manufactured exclusively by 
carried in stock for immediate delivery ... plus 


35 years of experience in the basic shoe business. C. H. ALDEN SHOE CO. 
1. SABEL Inc., 1207 Chestnut St., Philadelphia, Pa. 
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Musebeck 
The terms of the will of the late G. EF. 
Musebeck have provided for the establish- 
ment of the G. E. Musebeck Foundation. 
This is a non-profit’ organization for the 
purpose of furthering programs and projects 
in the field of education and research with 
respect to shoes and leet. 
Mr. Musebeck died December 27th after 
a short illness at his home in Oconomowoc, 
Wisconsin. He spent 50 years in the shoe 
business, working in the East and— then 
coming to the Midwest where he was Vice- 
President of the Edmonds Shoe Company 
of Milwaukee, Wisconsin, to the time he 
started his own shoe company in Danville, 
Illinois in 1928. Since that time the com- 
pany has been the manufacturer of the Foot- 
so-Port shoe line, formerly Health Spot. 
Through the many years of his career, 
Mr. Musebeck worked with the podiatry- 
chiropody profession in many ways to pro- 
mote a closer understanding in the rela- 
tionship between the shoe and the pro- 


fessional man. For the past few years, he 


Foundation 


was known for his connection with the 
erant made to the American Foot Health 
Foundation, and more recently for the pro 
duction of the film strip, “Little Johnny 
Sorefoot,” through a grant-in-aid by the 
\Musebeck Shoe Company. 

While being a rugged individualist in his 
own way, Mr. Musebeck had a high regard 
for the importance of the podiatry-chiropody 
profession and the great service they were, 
and are, destined to provide for the foot 
health of the public. 

Many members of the profession have 
heard him express that there should be 
within the shoe industry, and with the 
cooperation of the profession, some central 
research agency that could devote itself to 
the study of foot and shoe problems and 
provide the necessary information that is 
available in other industries through re 
search. 

The G. E. Musebeck Foundation repre 
sents a start in this direction. This is a 
non-profit foundation, established through 





FOOT BALANCE 


INLAYS 


are only completely 


successful 


when each case 


is individually studied, diagnosed 


and an inlay made to fit its 


special requirements 


The laboratory of 


CARL G. BERGMANN, D.S.C. 


5406 BROADWAY 


CHICAGO 40, ILL. 


originator of foot balance inlays is directed 
in al] its endeavors to accomplish this result 
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holdings of Mr. Musebeck’s stock and to be 
supported from contributions from individ- 
uals, dealers, other organizations of any 
type. Donations from this Foundation will 
be made for many things concerning foot 
and shoe research. To schools, to individ- 
uals for certain projects, to organizations 
providing care for those who need help 
with feet or shoes and many other things. 
Some of the first grants to be made through 
this organization will be to the podiatry- 
chiropody profession in one form or another. 

The 
W. W. Gallaher, President of the Foot-so- 
Port Shoe 


Chairman of the Foundation is 
other 
trustees, consisting of Mr. Willard Andrews, 
Mr. John Boehm, Mr. George Howie and 
Judge John Spivey. 


Company, with four 


Mr. Musebeck was born in Naples, New 
York. At the age of 15, he started in the 
shoe business, working in several shoe manu- 
facturing plants in the East and shoemak- 
ing centers of Rochester, New York. He 
then moved to the Midwest where he con- 


tinued his career in shoemaking in the 


Wisconsin and Illinois area. 
Shoe Machinery 
Corporation for several years and was later 


Vice-President 


He was em 
ploved by the United 


and General Manager of 
the Edmonds Shoe Company of Milwaukee, 
Wisconsin. In 1927, Mr. Musebeck started 
his own factory at Danville, Illinois, making 
the former Health Spot Shoe. In 1946, 
plants, factories and offices were moved to 
Wisconsin with the main office located at 
Oconomowoc where Mr. Musebeck made his 
home until the time of his death Decembe1 
27, 1960. 


Labor Leaders Honored 
Dr. John J. McCaffrey, President of the 
F.P.A., presented plaques on behalf of the 
\.P.A.-N.A.C. to labor leaders, Mr. William 
Steinberg, Radio 


Mr. Charles Feinstein olf 


President of American 
\ssociation, and 
the Luggage Workers Union, in recognition 
of their contributions to health plans and 
programs for their members. The occasion 
was the recent opening of the first Foun 
Miami 


Freedoms Hotel in seach, Florida. 





FOR THE FINEST IN LATEX SHIELDS 
CUSTOM BUILT PROSTHETICS DESIGNED AND TAILORED 
BY CHIROPODISTS FOR THE CHIROPODY PROFESSION 
TO CASTS OR IMPRESSIONS 



































Hammer Toe 


45 Valley Way 


Prompt Service 





Bunion 
and special types 


LIQUID RUBBER APPLIANCE LABORATORY 





Heloma Durum 


West Orange, N. J. 


Send for brochure 
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Communication 
To the Editor: 

I am writing in connection with the 
article entitled “Some Experiments Involv- 
ing Modifications of Fungus Culture 
Media” by Nancy Lu Conrad, D.S.C., which 
appeared in the February 1961 issue of the 
Journal. The experiments done by Dr. 
Conrad were interesting. It is my feeling, 
however, that the podiatrist reading this 
article will throw up his hands at the idea 
of having to prepare or work out elaborate 
culture media in order to do mycological 
culture growths in his office. 

For a number of years a well accepted 
and standardized culture medium has been 
readily available and is in steady use with 
regularly predictable results for the growth 
of the more common pathogenic dermato- 
phytes found on the feet and including 
the toenails. This consists of a fortified 
Sabouraud’s medium. The fortifying agents 
are standardized amounts of penicillin, 
streptomycin, and cyclohexamide. This 
combination of antibiotics discourages the 


growth of the non-pathogenic fungi and 


almost completely eliminates the growth of 
bacteria. The growth of the pathogens on 
this material at room temperature is ex- 
cellent and not at all difficult. 

It is true that it does take two or three 
days for the Candida group to grow out and 
one to two weeks for the Trichophyton 
group to grow out. This is simply in the 
nature of the “beast” and little can be done 
to speed up the rate of growth of these 
organisms. However, the direct microscopic 
examination does give an immediate answer 
as to whether a fungus organism is present 
in the skin scrapings and nail clippings, and 
is positive in a definitely higher percentage 
of cases than is the culture method by itself. 

H. C. Goldberg, M.D. 
Plainfield, N. ]. 


A pedometer worn by Mrs. Blossom G. 
Jaffray, ARC Gray Lady at Letterman 
General Hospital in San Francisco, re- 
vealed that she walked a mile each hour 
she was on duty. 












UNIFORM ¢ STURDY 
DEPENDABLY SHARP 


The six shapes of blades are 
designed for use primarily in Y 
podiatry, although they are 
adaptable to other surgical pro- 
cedures. Made of fine-grained 
Swedish steel, Beaver Chisel 


Blades are keenly edged and ex- i 


tremely hard for longer life. 
The handles are solid stainless 
steel or plated brass, utilizing the 
simplest collet-locking device 
possible. 


SURGICAL KNIVES BY 
Rudolph 


(ZEA ZA. 


CHISEL 
BLADE KNIFE 









a 5 Blades per Pack—24 Packs per Box 
Nos. 81, 82, 83, 84 per Pack $.75 


Dies, Ob, OB ....0..000:. per Pack $1.00 
Stainless Steel Handles #45 $2.50 
Plated Brass Handles #4P .... $1.25 


WALTHAM 54, MASSACHUSETTS 
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True Balance Inlays 
and Full Extension Inlays 


. . . made to your 
prescription. 


Metal Whitman Braces 


and all other metal 


braces made to casts.’ 


For all special custom 
work, consult us. 


Dr. Brachman Laboratories, Inc. 


3126-30 N. HALSTEAD ST. 
CHICAGO 14, ILL. 














The Amazing 


Electronic Educator ! 








The Electronic Educator is an amazing new scientific device 






designed to train and teach at both the conscious and subcon- 
scious levels. You read, speak or transcribe recorded material 
thru the microphone, where it is recorded on special endless 
tape cartridges holding from 1 min. to 2 full hours of tape. This 


tape repeats itself and your message endlessly to give you the 
necessary repetition to memorize material. Comes complete 
with mike, Slu r Speaker, timer and cartridges. Offers thou- 
sands of uses from learning languages to helping backward stu- 
dents. Write for free descriptive literature. Sleep-Learning 
Research Ass'n. Box 24 Olympia, Washington. 












We also have a complete line of therapeutic tapes and 
records, psychological self-help recorded courses, clin- 
ical hypnosis courses and equipment plus endless tapes 
for standard tape recorders and other accessories for 
sleep-learning and sleep-therapy experiments Ask for 
free Catalog ‘‘B.’’ 
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Deaths Reported 





Oscar Blomquist 
Watertown, Mass. 


Rosario J. Burgio 
Fitchburg, Mass. 


Hugh F. Johnson 


Dorchester, Mass. 


Louis Lipton 


Corning, New York 
Jacob Schneiderman 
Peekskill, New York 
Saul M. Slomsky 
Brooklyn 1, New York 


Henry L. Trickey 
Melrose, Mass. 


Women’s Auxiliary Message 
Miami Bound 

It may seem a little early to you to be 
thinking about the forthcoming National 
A.P.A. Convention, but really August will 
be here before we realize it. 

The ladies in Florida have been hard at 
work for quite some time formulating plans 
to keep your wife busy and happy while 
you attend the Scientific Sessions. There 
will be luncheons, a boat trip to Viscaya, a 
water show and dance at poolside and many 
more interesting events. 

Plan now to take your wife and family to 
Miami in August. 


Mrs. Cleotha Parham, President 


troubled toes! .. . give them 
a chance to breathe... 


Ag 


Baltor Bracelet, 3800 Poplar Ave., Brooklyn 24, N. Y. 
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Dates to Kemember 


EVENTS 


Youth Fitness Week 
April 30-May 6, 1961. Sponsored by 


President’s Council on Youth Fitness. 


Foot Health Week 
May 14-20, 1961. Sponsored by Ameri- 


can Foot Health Foundation. 

Youth Foot Care Week 
Oct. 15-21, 1961. Sponsored by Ameri- 
can Foot Health Foundation. 





MEETINGS 


American Podiatry Association 
Miami Beach, Fla., Aug. 24-29, 1961 
Americana Hotel 
Seward P. Nyman, Convention Manager 
3301 16th St., N.W., Washington 10, D. C. 
Michael I. O’Connor, Exhibit Manager 
428 E. Preston St., Baltimore 2, Md. 


Region One 

(Conn., Maine, Mass., N. H., R. I., Vt.) 
Dr. Edward H. Buchbinder 
10 Allyn St., Hartford, Conn. 


Region Two 

(New York) 
Mr. Gilbert Hollander, Ex. Sec. 
353 W. 57th St., New York, N. Y. 


Region Three 
(Del.,. Md., N. }., Pa.) 
Atlantic City, N. J., Apr. 27-30, 1961 
Ambassador Hotel 
Dr. B. C. Egerter, Gen. Chairman 
507 Liberty Ave., Pittsburgh, Pa. 


Region Four 
(Ohio) 
Columbus, Ohio, May 18-20, 1961 
Deshler-Hilton Hotel 
J. Edwin Farmer, Ex. Sec. 
Fifty W. Broad St., Columbus, Ohio 


Region Five 

(I1., Ind., Mich., Wis.) 
Dr. W. D. Canada, Pres 
1812 Nichol Ave. 
Anderson, Ind. 


Region Six 
(Colo., Towa, Kan., Minn., Mo., Nebr., N. Dak., 
S. Dak.) 
Des Moines, lowa, Apr. 7-9, 1961. 
Savery Hotel 
Drs. Stewart FE. Reed and Ralph C. Kirkwood. 
425 Kresge Bldg., Des Moines, Iowa 


Region Seven 
(Idaho, Mont., Ore., Wash., Wyo.) 
Portland, Ore., May 5-7, 1961. 
Sheraton Hotel 
Vance A. McNish, Convention Chairman | 
1218 Selling Bldg., Portland 5, Ore. 
Region Eight 
mc. oo Cc. Va, W. Va.) 
Charles Turchin, Chairman 
818-18th St., N.W., Washington, D. C. 


Region Nine 
(Florida) 
Clyde R. Huston, Ex. Sec. 
5625 Commerce St., Jacksonville, Fla. 


Region Ten 
(Ala., Ga., Ky., Miss., Tenn.) 
Birmingham, Ala., Oct. 20-22, 1961 
Bankhead Hotel 
Dr. Stanley Frank, Secretary 
1250 Forrest Ave. 
Gadsden, Ala. 


Region Eleven 
Ark., La., N. Mex., Okla., ‘lexas) 
Fort Worth, Texas, June 14-17, 1961 
Hotel ‘Texas 
16th Southwestern Chiropody Congress 
{4th Annual Convention of Texas Society 
Dr. Joseph R. Ordile, 111 Professional Bldg., 
Ft. Worth 4, Tex. 


a NR 


Region Twelve 
\riz., Cal., Nev., Utah) 
San Francisco, Calif., May 24-28, 1961. 
Jack Tar Hotel 
David Y. Chan 
2107 Van Ness Ave., San Francisco, Calif. 
International Union of Podology 
Second International Congress. 
Belgium, France, W. Germany, Holland, 
Spain, Switzerland, Argentina, Sept. 8-12, 
1961. 














Attend Your 


STATE & REGIONAL MEETINGS 


THEN YOUR NATIONAL 
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Mood Elevators 


Contributions to this column are more than 
welcome. In fact it depends upon them. A.O.P. 





Psychiatric treatment: 

After many weeks of treatment the doc- 
tor told his patient: “You've got to give 
up smoking.” 

“Give up smoking! Will that solve my 
problem?” 

“No,” replied the psychiatrist, “but it 
will solve mine. At least you will stop 
burning holes in my couch.” 


* * * 
Upside down 

The year 1961 promises to be a topsy- 
turvy year. If you don’t believe it, turn this 
page upside down and look at the figures 
1961. What do you see? Well, you won't 
see another freak like this for 4048 years. 
The last time it occurred was 80 vears ago. 

+ +. * 

Who says we Americans have no respect 
for the law? Just let a motorcycle cop 
slide out from behind a hedge and see for 
vourself. 

* * . 

And in line with that last crack, a traffic 
cop warned a pedestrian to walk more 
carefully and avoid that run-down feeling. 


By Bob Hughes 

















‘Oh well now, doctor, that is interesting. Just what 
is this emergency out at the country club?’ 


A bit of gossip: 

As the X-ray specialist walked down thc 
aisle with his fiancee, who had been a 
patient, a woman whispered to her friend, 
“T wonder what he saw in her.” 

* * * 
You are so right 

Boss, to a chronic clock watcher: “You 
can learn something by watching that clock, 
It passes its time by keeping its hands 
busv.” 





% 





Produced under a grant from 


PodiatRex, Ltd. 
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FOR 
PUBLIC EDUCATION 
16 mm color-sound film 
Cleared for TV 
Running time 13!/, minutes 


Bookings are heavy—Allow 
60 days advance notice 


Members, state and local groups 
are urged to purchase prints 


Write A.P.A. Headquarters 
enclosing check for $70.54 
per print 
(This includes postage) 
2'/2 weeks delivery 


Write for discount 
on quantity orders 
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Awards for Research Papers 


The Wm. Stickel Annual Awards 
for Research in Podiatry-Chiropody for 1961 
Sponsored by the 
Journal of the American Podiatry Association 
and 
The NAC Agency, Inc. 


Seventeenth Year of Awards 


Gold Award - $400.00 — Silver Award - $250.00 
Three Bronze Awards - each $75.00 








THE DREW AWARDS 


For research on the practical application of shoes to foot problems. 
Ist Award - $200.00 — 2nd Award - $150.00 — 3rd Award - $100.00 


Application forms, rules and regulations can be obtained from the Sec- 
retary. The final date on which papers will be accepted is May |, 1961. 
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CLASSIFIED ADVERTISEMENTS 


Advertisements not exceeding 30 words 
cost $3.00. Additional words 10 cents each. 

NON-COMMERCIAL CLASSIFIED AD- 
VERTISING RATES WILL BE INCREASED 
BEGINNING WITH THE JUNE, 1961 
ISSUE TO $4.00 FOR 30 WORDS. ADDI- 
TIONAL WORDS 15 CENTS EACH. 

Commercial classified advertisements— 
minimum 30 words $20.00; 60 cents per 
additional word. 

All classified ads payable in advance. 
Remittance must accompany order for in- 
sertion. 








Please do not ask for the names of classified 
advertisers in the JOURNAL who use box 
numbers. We accept such advertisements 
with the understanding that this information 
will not be released. Address replies or 
inquiries to the box number shown in the 
advertisement. They are promptly for- 
warded to the advertiser. 











FOR SALE—Successful chiropody prac- 


tice in Maine. 
Patients are now waiting for his successor. 
Insufficient chiropodists in area. Fully 


equipped office in excellent ground-floor 
Branch office for 


location at low rental. 
part-time practice. Large stock of supplies. 
Write Basil W. Seguin, 186 
Lewiston, Maine. 


OFFICE suitable for chiropodist. 
merly dentist’s office. 


For 
Fine opportunity. 
Many physicians and dentists—no chiropo- 
dists. Location, route 202, 1 block to center 
of town and 2 large shopping centers. 
Write Mrs. Frank E. Lance, 50 Morristown 
Rd., Bernardsville, N. J. Phone BE 8-0021. 


Doctor recently deceased. 


Lisbon St., 





THE 
CHIROMETER 
Now Available 
Through Your Dealer 
or Write 


The Chirometer 
1407-08 Central Tower 





Podiatry 


Youngstown 1, Ohio 





OFTEN “THE WRITTEN WORD” ELIMI- 
NATES TOO MUCH TALKING. 


FOOT FACTS 
Pbicalttens 
P. O. BOX 985 


MIAMI BEACH 39, FLORIDA 











YOUR present income can be doubled 
or tripled by the application of scientific 
business principles. Skeptics and others 
may pay for this information out of their 
Write Dr. Edwin Prob 
228 Jericho Turnpike, Floral Park, 


increased income. 
ber, 
N. Y. 
SACRIFICING well-established practice 
of 17 


conditioned medical center in choicest loca 


years, Chicago, in modern, air 
tion. Completely equipped, four-room suite 
with switchboard and janitorial services 
Leaving state. Write 402, c/o A.P.A., 3301 
16th St., N.W., Washington 10, D. ¢ 





Pian Now For Foot Health Week 
May 14-20, 1961 
Order Your Foot Health Week Kit From Head- 
quarters. 
Kit, including five posters, $1.00. Additional post- 
ers, 10 for $.25, 25 for $.50, 100 for $1.50. 











RECENT GRADUATE with licenses in 
New York, Connecticut and New 
wishes to purchase active, lucrative practice 
in any of these states. Write 404, c/o A.P.A., 
3301 16th St., N. W., Washington 10, D. C. 


Mexico 





INSURE 
RECEIVING YOUR 
JOURNAL 
WITHOUT INTERRUPTION 
PAY YOUR DUES NOW 








SERVING NATIONALLY 


Motorized Chairs — XRM X-Rays — Lights — 
Treatment Cabinets — Ultra Sounds — Drills 
Whirlpools — Ship and Install Anywhere — 
Low Down Payments — Low Cost Financing 





SURGICAL SUPPLY SERVICE 
t St.; Phila. 7 ‘ VAlnut 


825 Walnu Pa V 
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FOR RESULTS TRY 
CLASSIFIED ADS 


in the 
JOURNAL 


They will help secure a new location, 
practice equipment, apparatus, books, in- 
struments, a successor, partner, associate 
or assistant. The Journal has proved an 
excellent medium for any of the above pur- 
poses. The classified columns can be of 
genuine service to advertisers and mem- 
bers. Commercial and personal rates are 
shown at the head of the column. If you 
desire more specific information concern- 
ing classified advertising, write to: 


Journal of the American 
Podiatry Association 
3301 16th St., N. W., 
Washington 10, D. C. 








Are you familiar with the savings possible 
through Association Insurance Plans? 
Write APA Office 


for information 











An Authorized Binding 
for 
JOURNAL 
of the 
American Podiatry Association 


Arrangements have been made for subscribers 
to have their journals bound into distinctively 
designed books. 


Twelve issues, January through December, 
bound in best grade black washable buckram, 
imprinted with your name on cover, cost but 
$4.65 per volume. 


Bound journals serve as an immediate reference 
for research and information. Properly dis- 
played, they create a psychological impact on 
the patient, implying the time and effort spent 
to keep up to date on the most modern tech- 
niques and treatment. 


Ship journals parcel post. Within thirty days 
after receipt, bound volumes will be shipped 
prepaid anywhere in the U.S.A. Full remittance 
must accompany order. 


PUBLISHERS’ AUTHORIZED 
BINDERY SERVICE 
(Binders of all Journals) 


430 W. Erie St. 
Chicago 10, Illinois 











The Audio-Visual Council Announces 


A Dramatic New Filmstrip 


FOOT HEALTH 


32 frames in full color with a 3313 rpm unbreakable vinyl record 


1. Completely New 


2. Depicts Many of the Common Foot Problems 


3. 32 Frames in Color 


4. Unbreakable Vinyl Record 


5. Written Script 


EXCELLENT FOR YOUR PUBLIC EDUCATION PROGRAMS 


Can Be Used For: High School and College Classes 


Industrial Health 


Geriatrics 


P.T.A.’s 


TOTAL PRICE: $12.00 plus mailing costs 


Write APA Headquarters for your kit now 


NOTE: This complete kit is also available in 32 individual mounted 2x2 slides with 
3-3/4 tape recording: PRICE: $20.00 plus shipping charges. 
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® 


water-dispersible antipruritic oil 


relieves dryness immediately 
stops itching 

softens the skin 

cleanses as it lubricates 


For use in the foot soak, hydrotherapy and bath 
Alpha-Keri deposits a lubricant-moisturizing oil film 
on the skin and, at the same time, cleanses the skin, 
thus eliminating the need for soap. Alpha-Keri also 
provides a protective action similar to that of skin 


dipids and helps the skin to retain moisture. 


Alpha-Keri contains mineral oil and Kerohydric® 
{brand of keratin-moisturizing fraction of lanolin) 
plus a nonionic emulsifier. 


Indicated for: generalized dryness, roughness and 
scaling—fissured, horny heels—diabetic dry skin— 
senile pruritus—anidrosis—hyperkeratosis—chafing, 
shoe rub—callosities—various types of dermatitis 
with associated dryness and pruritus. 


When an emollient-cream is required 

LOWILA EMOLLIENT moisturizes and lubricates 
dry skin, restores and maintains healthy skin pH, 
promotes healing. Contains Kerohydric (superior 
keratin-moisturizer and lubricant) in a lactic acid 
buffered emulsion. 


And when soap is contraindicated 
LOWILA’CAKE soap free... cleanses tender, der- 
matitic skin gently, without irritation. 


WESTWOOD PHARMACEUTICALS BUFFALO 13, N.Y. 





designed with the podiatrist in mind 


THE BIRTCHER 


VMEGASON VI 


ULTRASONIC UNIT 


available as a portable or table model 


featuring the exclusive 
position 


transducer 


No other ultrasonic unit offers so many features to the podiatrist. 
The 5 position transducer adjusts at a toucn of the trigger to any one 
of 5 treatment positions. The 5 CM?’ crystal permits direct contact 
treatment over concave areas. Fully waterproof too, for underwater 
treatment. So ruggedly built that it carries a full two-year-guarantee! 
A genuine Birtcher ultrasonic at a new all-time low price. 


send for new 64-page booklet ‘‘“MEDICAL ULTRASONICS IN A NUTSHELL” 


THE BIRTCHER CORPORATION — 

Department JP 461 WSN 

4371 Valley Blvd., Los Angeles 32, California \ . 2 agit 
CL) Send me MEDICAL ULTRASONICS IN A NUTSHELL 


[] I would like a demonstration in my office 





Dr. 





Address 





City 


























